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ABSTRACT 

This document presents testimonies from thu 
Congressional hearing examining the Acquired Immunodeficiency 
Syndrome (AIDS) crisis and its impact on teenagers. Opening remarks 
from Representatives George Miller, Dan Coats, Ted Weiss, Ron 
Packard, and J. Roy Rowland stress the importance of determining how 
to protect adolescents from AIDS. C. Everett Koop, United States 
Surgeon General, highlights the AIDS risk to adolescents and 
advocates AIDS education. Mary-Ann Shafer, University of California 
School of Medicine, discusses the risk of sexually transmitted 
diseases among young people. Louis Aledort, Mount Si^ai School of 
Medicine, focuses on the risk of AIDS to hemophiliac adolescents and 
their sexual partners. Vernon Mark, Harvard Medical School, stresses 
the need for compassion for AIDS victims and for population testing 
to determine the extent of the AIDS epidemic. Karen Hein, Albert 
Einstein College of Medicine, explains how adolescents differ from 
children and from adults in relation tc the AIDS epidemic. Becky 
Adler, high school senior, discusses her experience working for a 
Teen AIDS Hotline. Jonathan Howe, president of the National School 
Boards Association, gives guidelines for local school districts to 
use in developing AIDS education programs. Johnnie Hamilton, Fairfax 
County (Virginia) public schools, explains how AIDS instruction is 
being implemented in the Fairfax schools. Richard Gordon, Sequoia 
Young Men's Christian Association, describes his organization's AIDS 
education curriculum. Wayne Lutton, Coalition for Public Health, 
calls for the Department of Education to prepare a what-works study 
on AIDS and sex education. Supplemental materials are included. 
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AIDS AND TEENAGERS: EMERGING ISSUES 



THURSDAY, JUNE 18, 1987 

House of Representatives, 
Select Commiitee on Children, Youth, and Famiues, 

Washington, DC. 

The Select Committee met, pursuant to call, at 9:30 a.m., in 
Room 2261, Rayburn House Office Building, Hon. George Miller, 
Chairman of the Committee, presiding. 

Members present: Representatives Miller, Coats, Weiss, Sikorski, 
Packard, Rowland, Martinez, Evans, Sawyer, Skaggs, Bliley, 
Holloway, Boxer, and Levin. 

Staff present: Ann Rosewater, staff director; Karabelle Pizzigati, 
professional staff; Carol Statuto, professional staff; Spencer Hagen 
Kelly, research assistant; and Joan Godley, committee clerk. 

Chairman Miller. The Select Committee on Children, Youth, 
and Families will coire to order. 

The purpose of touuy's hearing is to examine the growing AIDS 
crisis and its impact on teenagers. The American public is learning 
the frightening dimensions of the AIDS threat. Millions of Ameri- 
cans are already infected, and over 35,000 have developed the dis- 
ease; yet, despite daily front-page articles about AIDS, the risk to 
adolescents has largely been ignored. 

As of June 8th, only 148 13- to 19-year-olds had AIDS, and yet, 
given the 2 to 10-year latency period of the virus, many of the 7,500 
20- to 29-year-old AIDS victims almost certainly became infected as 
teenagers. 

With AIDS spreading rapidly among the heterosexual popula- 
tion, and with more than 70 percent of America's youth sexually 
active by age 20, we face the serious likelihood of large-scale infec- 
tion of adolescents. 

The central question for today's heari^ig is how do we best pro- 
tect America's aJolescents from AIDS? This presents enormous 
challenges for public policymakers, public health specialists, educa- 
tors, parents and teenagers. 

We must not let the currently low number of teenagers with 
AIDS dissuade tis from taking the threat to youth seriously. Ado- 
lescents traditionally receive fewer health services, and they face a 
high risk of sexually transmitted disease. A sixth of the sexually 
active high-school girls, for instance, have had at least four differ- 
ent partners. In a recent poll, only a third of sexually active teen- 
agers said they always use contraceptives, and nearly a third said 
they never do. One study sports that a significant number of 16 to 
19-year-olds still don't even know that they can get AIDS from hetr 
erosexual sex. 

(1) 
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teSiagere ^^^'^^'^^'^ ^ P^*"* °f preventative plan for 

(^n^Bn!S."(^S^' '° '^^^^^ '"-^"^y -«-ber. 

[Opening statement of Hon. George Miller follows:] 

*^THTt!j^^'^T George Miller, a Representative in Congress From 

Yout^andFam^u'^'"'^'*' Chairman. Select Committee on ChilSre" 

"aids and teenagers: emerging issues" 

fhl^^^}^\^'S'^'^ Children. Youth and Families meets today to examine 
tnegrowing AIDS crisis and its impact on teenagers. examine 

Mill f a"^" P"'''"^ learning the frightening dimensions of the AIDS threat 
Vof°^^"T?"f T ^'■"^^'^y infecteland over 35.000 have developed the dls^ 

of June 8. only 148 13-to-19 year olds had AIDS Yet eiven the S-tn-in vonr 
latency period of the vin^. many of the 7500 20-t<^29 year oldTlDS vicUm^^ 
hJ^^^ ^""^ teenagers. With AIDS spreaZg rapidlf 2ong the 

heterosexual population, and with more than 70% of Americl^s youtrrvuailv 
active by age 20. we face the serious likelihood of a large sc^Pe^nfe^tion of adolS^ 

adIl'4?nte'to21'1in^^°W'^^^'' •'"f best protect America's 
ere S hl«rv,^^^?rc?'!!,P''^"^ enormous challenges for public policymak- 

We mu-,^l1^^ X^^'^' ^t"=«,t<"-«' Pa>-^nts. ^ens. and the average citizen 
fram ^mL^I^ "T'^'' teenagers with AIDS dissuade us 

{JToUt, ^ '"^ seriously. Adolescents traditionally receive few 

SuaHy^a"!^ htVilfo^l '^^'^ transmitted di^'i'^ss T^xth of 

^er^ n a rS ilf ^n^v f^w I'^rTu'^"'"' 'l^' different part- 

, a third of the sexually act ve teenagers said they always 

sSiffi^r nS;Tf^ftl1r ^'V',"'' One study reSr^ thTa 

aISs fTom heter^xual i*^'^ '"^ ' •'""^ 'hat they can get 

tion affe tt'fcnTugh'" ' '"^ ^-"^^^""^^ P'^" 

ofS Unit^lSVv!n1?,lK*" "'elcome Dr. C. Everett Koop, the Surgeon General 
federal AI^Sc?' ^ ^"^ '"""S^'" resp<.nsible 

Aids and Teenagers (A Fact Sheet) 
AIDS among teenagers and young adults and future risk 

th^f^if^Rtu ^^^!;i5^^?i>c^''^ AIDS among 13-19 year olds ( 4% of 

Shite l7?aie bTadTfo^'P ^' ^ '•^^.^t^' AIDS cases amo/g teens 41 ^are 
wniie. o( /c are black, iJO% are Hispanic, and 2% are a other races There nrp 7fiR7 

fbwS SfeTst'' of the reported AIDS c^esVmany^ whoTpS 
deo^DhUnv ^«c»f n^l?rtf f""" ^'^^^ Control [CDC]. June. 1987) 

York?lnlMS: ffif987) """"^ '""""^"'^ "'"^ '^'"^'^'■^ •'^'^y- ^ew 

ia TOs'reoreS^te n^f^^flT"^ cases involve teens with hemophil- 

ic Of) P'^^j^"oo i^^" °J ^" hemophiha-reiated AIDS cases. Of the cases amone 20 
K June^'l 19f7)''"'' hemophilia. (24% of all hemophilia-a^o^iat^TlDS cS 

Teens at risk 

tee^" (70% S'Xls anKni'^nf' Xf^' contracting AIDS. Over 11.6 million 
K »u ^ i , °' °°ys' have engaged in sexua intercourse at IpmI 

n«nf pU*"' '""^.'Ij^y reach age 20. More than one million teenaglrfbewme prS 
nant each year, t is estimated that 1 in 7 teens currently has a lexuaUv tVflnJmi? 
ted disease. (National Research Council, Risking The FutureTId^M sSZulv 
^fi?P nn^fni-u (^f^'ldbearing mi: Quackenbusf, Testimony before t&lSt Com: 
mittee on Oiildren. Youth and Families. February 1987) 

bharing hypodermic syringes can also transmit the AIDS virus. Intravenous drue 
use is not tliat prevalent among adolescents, but it still remains a ^tentialr^sf 
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factor. In 1985, 1.2% of 16.000 high school seniors reported having ever used heroin. 
(Alcohol, Drug Abuse, and Mental Health Administration, 1886) 

More than half of the teenagers in a recent poll reported that they had had 
sexual intercourse by the age of 17. Only one-third of those who are sexually active 
said that they always use contraceptives, 27% say they never use contraceptives. 
(Louis Harris Associates, December 1986) 

Attitudes about AIDS 

Nearly half (48%) of those Americans over the age of 13 interviewed in a recent 
Gallup poll are worried that AIDS will spread widely among thr nation s teenagers. 
As to whether the fear of AIDS has affec+ed the social life and dating habits of teen- 
agers, 13% replied greatly, 43% repliec; *o some extent, and 29% saij not at all. 
Ffearly 55% of the respondents said that tirth control devices should first be made 
available to 16-18 year olds; 31% said 12-15 years old. (Newsweek, February 16, 
1987) 

A 1985 Roper poll of 8 to 17 year olds found that about two-thirds (65%) were 
personally concerned about the spread of AIDS: among teenagers 72% were greatly 
concerned and among children 58%) were greatly concerned. (The American Chicle 
Group, Warner-Lambert CJompany, March 1987) 

Knowledge about AIDS transmission and prevention. 

A survey of more than 1,300 students enrolled in Family Life Education classes at 
10 San Francisco public high schools found that students possess some knowledge of 
AIDS, although this knowledge is uneven. With respect to disease transmission, 
92% correctly indicated that sexual intercourse was one mode of contracting AIDS. 
Sixty percent were aware that the use of a condom during sexual intercourse may 
lower the risk of getting the disease. (DiClemente, Americn Journal of Public 
Health, December 1986) , u . • 

Nearly 55% of the 860 16-19 year olds recently surveyed m Massachusetts indi- 
cated that they are not worried about contacting AIDS; 34% of the adolescents re- 
sponded this way in the San Francisco survey. (Strunin and Hingston, Pediatrics, 
May 1987; DiClemente, 1986) ^ , 

In the Massachusetts survey, seventy percent of the teenagers said that they were 
sexually active but only 15% reported changing their sexual behavior because of 
concern about contracting AIDS, and only 20% of those who changed their behavior 
used efTcx:tive methods to protect themselves. Eight percent did not know that AIDb 
may be trafiSmittei' by heterosexual intercourse. (Strunin and Hingson, 1987) 

In the same study, 13%) of those responding re|)orted using psychoactive drugs 
other than alcohol and marijuana and 1% reported injecting drugs. Eight percent of 
those reporting psychoactive drugs use did not know that AIDS can be transmitted 
by injecting drugs. (Strunin and Hingson, 1987) 

School policies on AIDS 

A survey of 50 States conducted by the National Association of State Boards of 
Education [NASBE] shows that a majority of States (39) now have policies or a posi- 
tion statement on admitting students with AIDS to schools. However, fewer Stat^ 
(26) report that either curriculum materials or state standards on educating stu- 
dents about AIDS are already in place or are being developed. (NASBE, June 1987). 

This same survey reported that action on AIDS education policy is pending in 12 
States Legislatures, while only 7 States have an AIDS education policy already man- 
dated. (NASBE, June 1987). 

Centers for Disease Control guidelines * 

Assessment of the type of education and care setting appropriate for an AIDS- 
infected child should be based on behavior, neurological development, and thephysi- 
cal condition of the child, and on expected type of interaction with others. This de- 
termination should be made by an interdisciplinary team. 

The benefits of an unrestricted setting for AIDS-infected school-age children out- 
weigh the risks of exposure to harmful infection. Specifically, CDC recommends that 
these children should be allowed to attend school and after school day-care, and to 
be placed in a foster home, in an unrestricted setting. 

Mandatory screening as a condition for school entry is not warranted based on 
available data. 
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» (Excerpted from the Centers for Disease Control guidelines entitled "Education and Fo«Ur 
Cmn of Children Infected with Human T-Lymphotropic Virus Type III/Lymphadenophathy-A»- 
■ociated Viru«", Augujt 1985) 



All education and public health departments, regardless of whpfhpr ATn<i.ir,ft^f^ 

8hLT"4l!^ftt'cWW%'^r?.h?lr'"-'"°" 9f HTLV-III/LAV infected children 
kept at a minimum needed to assure proper care of the child ^ 
Mr. CoA-re. Thank you. Mr. Chairman. I don't have a formal 
opening statement today, but I do want to thank you for callTng 
this hearing on this subject. I think the prudent course of aSf 
t nS=?Wv fJ'i^f^^^''' ^ f^'^*"^' knowledge about AIDS as 
fyS^ ^ '"^^ judgment as to what our policies 

SSJp. nf aSI' f "^'^conceptions floating around as to 

causes of AIDS, transmissions, modes of AIDS, treatment of AIDS 

r^'popuraSS."' P"^"^ ^'"'^^^''^^ young people and 

These ought to be discussed. They are being discussed. The im- 
portant thing IS that we obtain as much factull information i we 
possibly can as we discuss these particular issues. 

I want to thank Dr. Koop for his willingness to carry a signifi- 
cant burden on this issue, appear before numerous hearingsTnd 

I.^,fnT .^^'^^^'f'•°^y°"'■ D'-- Koop, has been spen S 
cussing this subject m many, many forunis. I appreciate your 

^cc f« {^f^l?!"'^^ your outspokenness on this issue, vour willing- 
ness to state the facts as you know them. So, thank you for coming 
before us today I look forward to what additional information ySu 
^^Z mF'^''- ^ *f committee and to the other witnesses and" 
again, Mr. Chairman, I appreciate your calling this hearing 

^"airman M;a-ER. Congressman Weiss. 
^aT^T^'^a'^^''^ you very much, Mr. Chairman. I, too, want to 
add my words of appreciation to the Surgeon Genera for his verv 
clear communications and forthright leadership in this matter ^ 
At this time there is an explosive interest and coverage of the 
AID epidemic. Unhappily this has included misinformation, non 
mfoimation, and deliberate confusion coming from various sources 
SSw^vPr ^if includes some quarters in the Adrnistration: 

However, the Surgeon General's leadership has been just absolutelv 
magnificent, and I thank him for his role. 'loboiuieiy 
^hairman Miller. Congressman Packard. 

vonr ip^Ho^it^^* p' !?°' T""'^ "^"^ ^ ^'^P''^^^ ™y appreciation for 
a^ir. P- .^^'i^ly. we are faced with another plague that's 

Chairman Miller. Congressman Rowland, 
nr Rnnn'^fttnb Chairman, thank you for having this hearing. 

Chairman Miller. Dr. Koop, we welcome you to the committee 
and, hke my colleagues, I must tell you how much wl apprSi 
the effort you have made to inform the public and also poKaK 
ers about what is necessary in dealing witi, the AIDS epidemfc V/e 
welcome you here this morning. Your written statement wUl bl 



ERIC 



9 



5 



placed in the record in its entirety. You may proceed in the 
manner in which you're most comfortable. 

STATEMENT OF C. EVERETT KOOP, M.D., SC.D., SURGEON 
GENERAL, WASHINGTON DC 

Dr. Koop. Thank you, sir. I do welcome the opportunity to 
appear before you on an issue of the utmost concern to me: teen- 
agers and AIDS. As a practicing pediatric surgeon for over 40 
years, the welfare of children and young adults has been foremost 
in my thoughts. 

Adolescents and pre-adolescents are those with behavior we wish 
especially to influence because of their vulnerability when they are 
exploring their own sexuality and, perhaps, even experimenting 
with drugs. Teenagers often consider themselves immortal, and 
these young people ma^ be putting themselves at great risk. 

I will just hit the highlights, sir, if I may, on the extent of this 
risk. 

About 2.5 million teenagers are affected by sexually transmitted 
diseases each year. The AIDS virus is transmitted through sexual 
contact. American teenage females experience about one million 
unplanned pregnancies each year. The extent to which teenagers 
are sexually active is also the extent to which they might transmit 
the virus of AIDS. 

More than 80 percent of unmarried males and 70 percent of un- 
married females self-report that they have experienced intercourse 
at least once by age 20. 23 percent of American high-school seniors 
self-report having used drugs that can be taken intravenously. 
Now, although teenagers generally do not inject drugs, those who 
do and share needles are at an increased risk for infection with the 
AIDS virus. 

Only 1 percent, to date, of all AIDS cases has occurred among 
persons under age 20. About 21 percent of all cases have been diag- 
nosed in the 20 to 29 age group, and since the time between infec- 
tion with the virus and the onset of symptoms of AIDS may be sev- 
erfJ years, it seems likely that some of those aged 20 to 29 were 
infected as teenagers. 

Most teenagers do not believe they are at risk. A random sample 
of 860 Massachusetts youth aged 16 to 19 revealed that, while 70 
percent reported that they were sexually active, only 15 percent re- 
ported changing their sexual behavior because of concern about 
contracting AIDS, and only 20 percent of those who changed their 
behavior used methods that were effective. 

Education about AIDS should begin at home so that children can 
grow up knowing the behavior to avoid to protect themselves from 
AIDS. Behavior should be reinforced at schools. I recommend that 
parents establish a biological and moral basis for sexual activity 
early so that when their children become teenagers, they will make 
decisions about their sexual behavior that can eliminate the risk of 
getting AIDS. Most teenagers want to know more about AIDS. 86 
percent of parents agreed that sex education should be taught in 
schools and, of those, 95 percent agreed that such courses should 
teach 12-year-olds about the danger of AIDS. Public and private 
schools can play a vital role in assuring that all young people rap- 



id 

ERLC 



idly understand the nature of the epidemic and the specific actions 
they can take to protect themselves from becoming infected 
We believe that the scope and content of AIDS^education should 

^lut fw f f ^""^^ '^^^^'^t^^t wi?h parental 

values that information developed by the Federal eovernment^ 

^"^^.teyo^^g people about AIDS should encourairrerons bS 
W f ^^^"O'-.based on fidelity, commitment, aKaturity plac^ 
ng sexuality withm the context of marriage- knd tl^t anv ^p«UV, 
information provided by the FederTSjvftT^ent thL mi^? 
used m schools should teach that childrfrshouM not efgaget sex 
before tney are ready to marry. in sex 

These principles are approved by the President and cited bv Sec- 

tKlfesrii'^t'tfhp'H^'^'T^^^^^ betKedTo 
tte'&SrX^^^^^^^^^^^^^ °f Federal educational 

As of the Winter of 1986, 40 of ths nation's 73 largest school dis 
tricts were providing education about AIDS; 24 moS were planning 
such education. Of the districts that did provid^it grpercenrnro 
vided It durinc the 10th grade, 63 percent in the 7 h grade andT^^ 
percent dunng the 9th grade. ^ ' 

Now, plaaa; note that what I'm about to say is different than 
what you find m your written copy of my testimony 

us n^'d^i New York that, in addition to not 

using IV drugs, abstinence from sexual activity is the onlv wav fnr 
adolescents to avoid getting ATDS ^ ^ 

Although 148 cases of AIDS have been reported to date amone 
young people age 13 to 19, there is hops that AIDS is not cormof 
itTu""^ adolescente. We do know a lot and can know a lot Tore 

te^nie^ ^ ir'*" u'?^'^^ "^'^ g^°"P- For many o^o^r 

fhn«^ .V* ^ P-eventive intervention, especially for 

lent si^i hpL"^'"^ ^f"'- ^ft^'- it easier toVre- 

vent some behavior than to change it 

knowtditwJ fJ- ^^-^ AIDS may give us the impetus to deal 
S'SatfiL'dl^^^^^^ ^""''^ ^^^^ of health-relat- 

I'd like to conclude, Mr. Chairman, with a quote from the Sur- 
fTr^^'Y^^ ' '■"P^r* op AIDS. "Those of us who are p^ents edu- 

fhS^P,'^!^ ^'^^"^'^]'^'^"'"^' '""^^^^ ^» adults, cannTtelard 
this responsibility to educate our young. The need is critical -fnd 
the price of neglect is high. The liJes of our yJung peoSrdepend 
upon our fulfilling our responsibility." ^ ^ depend 

J^^f^S^^^'^'^'^^y^' --'d Pleased 
[Prepared statement of Everett Koop, M.D.; follows:] 
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Prepared Statement of C. Everett Kcop, MD, Sc.D, Supgeon General, 
U.S. Public Health Service and Deputy Assistant Secretary of Health 
Department of Health and Human Services, Washington, DC 

Mr. Chairman and members of the Committee: 

I welcome the opportunity to appear before you on an issue of tne 
utmost concern to me teenagers and AIDS. As a practicing 
pediatric surgeon for over forty years, the welfare of children 
and yojng adults has always been foremost in my tnoughts. 

Adolescents and pre-adolescen ts are those with behavior we wish 
to especially influence because of their vulnerability when they 
are exploring their own sexuality ard perhaps experimenting with 
drugs. Teenagers often consider thec.selves immor»-al, and these 
young people may be putting tnemselves at great risk. 

Exteot of RJ^sk 

Some data provide information about the risk American teenagers 

have for becoming infected with the AIDS virus. 

o About 2.5 million teenagers are affected by sexually 
transmitted diseases each year. In the United States, the 
most frequent mode of transmission for the AIDS virus xs 
through sexual contact. 

o American teenage females experience about one million 
unplanned pregnancies eacn year. These data indicate not 
only the extent to which teenagers are sexually active, but 
also tne extent to which they might transmit the virus 
perinatal ly. 
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o More tnan 80 percent of unmarried males and 70 percent of 
un.narried females self-report that they have experienced 
intercourse least once by age 20. 

o Abouc one percent of American high school seniors self- 
report having ever used heroin, 16.7 pprcent report having 
ev^ . cocaine, and 23.4 percent report having ever used 
stir duts; all of these drugs can be ta-^en intravenously. 
Although teenagers generally do rot inject drugs, those who 
do and share needles are at increased risk for infection 
with the AIDS virus. 

Since the most frequent mode of transmission for the AIDS virus 
IS through sexual contact, it is clear that teenagers are very 
much at risk. To date, only one percent of all AIDS cases has 
occurred among persons under age 20 (most of whom were infected 
t>v transfusion or perinatal transmission); about 21 percent of 
ell cases have been diagnosed m the 20-29 age group. Since the 
time between infection with the AIDS virus and onset of symptoms 
may be several years, some proportion of thOoe aged 20-29 who 
have been diagnosed with AIDS were most likely infected as 
teenagers. 

Although these data demonstrate that many teenagers are at risk 
of becoming infected, most teenagers do not believe they are. 
Indeed, a random sample of 860 Massachusetts youth aged 16-19 
revealed that while 70 percent reported they were sexually active 
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only 15 percent of them reported changing tneir sexual behavior 
because of concern about contracting AIDS; and only 20 percent of 
those who changed their behavior used effective methods. 

I believe that education about AIDS should begin at home so that 
children can grow up knowing the behavior to avoid to protect 
themselves from exposurfc to the AIDS virus. This behavior should 
be reinforced in the schools. I recommended that parents 
establish the biological and moral bases for sexual activity 
early so that when their children become teenagers they will make 
decisions about their sexual behavior that can eliminate the risk 
of getting AIDS. 

Most teenagers want to know more about AIDS. In a public poll 
conducted in the fall of 1986, 86 percent of parents questioned 
agreed that sex education courses should be taught in school; 
and, of those. 9b percent agreed that such courses should teach 
12-year-olds about the danger ->t AIDS. The Nation's system of 
public and private schools can play a vital rola in 
assuring that all young people rapidly understand the nature of 
the epidemic they face, and specific actions they can take to 
protect themselves from becoming infected, especially during 
their teenage years, as well as when they become adults. We 
believe that: (1) the scope and content of AIDS education should 
be determined locally and should be consistent with parental 
values; (2) that information developed by the Federal government 
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to educate young people about AIDS should encourage responsible 
sexual benavior - based on fidelity, commitment, and maturity, 
placing sexuality within tne context of marriage; (3) any health 
information provided by the Federal government that tnight be used 
in schools Should teach that children should not engage in sex 
before they are ready to marry. 

Tt.e^e principles, approved by the President and cited by 
Secretary Bowen in the AIDS information plan, will be followed to 
the fullest extent in the development of any Federal educational 
material that might be used in schools. 

According to information gathered during the winter of 1986, 40 
of the Nation's 73 la.'gest school districts were providing 
education about AIDS, 24 more were planning such education, of 
the districts that provided AIDS education, 90 percent provided 
It during lOth grade 63 percent provided it during 7th grade and 
60 percent provided it during 9th grade. I agree with Mayor Koch 
of New York that, in addition to not using IV drugs, abstinence 
from promiscuous sexual acMvity or monogamy is the only way for 
adolescents to avoid getting AIDS. 

School Health Educ ation 

Because AIDS is a fatal disease, and because educating young 
people becoming infected through sexual contact can be 
controversial, health education programs about AIDS should be 
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developed as quic<5y as possible by all scoool systems witn 
parental participation. m '^ach community, parents, 
representatives vvf tn^^ school board, scnool administrators and 
faculty, school healtn s.?rvices, local medical societies, tne 
local health department, .-tudents ( at appropriate grades), 
religious organizations, and other relevrant community 
organizations should be involved in planning and periodically 
assessing programs of school health education about AIDS. 

It IS mo&c important that teena'jers receive education that 
specifically would enable them to understand and avoid behaviors 
associated with transmission of the AIDS virus. A single 
pamphlet, a single filmstrip, a single lecture about AIDS will 
not be sufficient. Similarly, education about the biology of the 
virus, the symptoms of the disease, or the social and economic 
consequences of the epidemic will do little to influence its 
spread Programs need to be designed specifically to help 
teenagers adopt the kind of behavior which will keep them from 
contracting this disease. It is especially important that school 
sex education programs emphasize to teenagers the neec to refrain 
from sexual intercourse until they are ready to establish a 
mutually faithful, monogamous relationship. I believe that it is 
possible to focus on preadolescen c youngsters and produce a 
generation of teenagers who will remain abstinent until they 
develop a mature, monogramous relationship. 
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Outlined below are some of the efforts being undertaken by 
agencies of tne Public Health Service that focus on the problem 
of AIDS among teenagers. All of these programs are meant to 
assist xocal organizations in establishing tneir own prevention 
programs • 

CBMTKKS FOR DISKASK COMTROL (CDC) 

In fiscal year 1987, CDC will work with national educational 
organizations and State and local departments of education to 
develop informaticn that may help schools across the Nation 
implement effective education to prevent the spread of AIDS. 

National Organizations 

CDC will award cooperative agreements to about seven national 
organizations that represent par?-its, school boards, school 
administ»iators, teachers, medical professionals, church groups, 
and other important professional and voluntary health and 
education organizations. In addition, four awards will be made 
to national organizations that respectively can develop AIDS 
education programs for minorities, mainly Black and Hispanic; 
develop programs for college students and develop p-ograms so 
that colleges of education deliver inservice and preservice 
training to teachers so that they may be able to provide 
effective education about AIDS. Fina^.y, one cooperative 
agreement will be awarded to a national organization that can 
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help all 56 State and Territorial departments of education to 
assist schools in their respective ^arisdictioi s provide 
effective education about AIDS, 

State and Local Departaents of Education 

In 1987, CDC plans to award cooperative agreements to ten State 
departments of education and 12 local departments of education 
that serve jurisdictions with the highest cumulative incidence of 
AID3. Nineteen Scates that had reported 200 or more diagnosed 
AIDS c4ses, and 18 cities that reported 150 or more cases, by the 
last day of 1586, will be eligible for these awards. The purpose 
of these agreements is to provide fiscal support and technical 
assistance to help State and local education departments 
implement intensive education about AIDS principally for school- 
age youth, in and out of school. 

Training and DeMonstration Projects 

in the fall of 1987, CDC will provide additional support to each 
of tnree local and one State departments of education to also 
establish training and demonstration projects. Support 
consequently will be provided to at least 300 local and State 
dep^rtT^ent of education personnel from other jurisdictions to 
attend these projects and to receive assistance for implementing 
effective school health education about AIDS m their own areas. 
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Developaent and Disse«ination of Educational Curricula and 

Materials 

Technical and limited fiscal assistance will be provided to help 
relevant private sector organizations develop, evaluate, and 
disseminate a variety of scientifically accurate and effective 
educational materials for school-age populations. CDC has 
established a subfile on School Health Education about AIDS 
within Its Combined Health Information Database system, an 
annotated computerized bibliography that can be easily accessed. 
The file describes age-appropriate AIDS education materials, 
curricula, programs, research, and resources that have already 
been developed and how to acquire them. A compendium of selectea 
resources will be published and disseminated periodically. 

Research and Evaluation 

CDC will compile synthesize, apply, and disseminate the results 
of research that could improve the effectiveness of school health 
education to prevent the spread of AIDS; and will assist 
national. State, an'^ local agencies to evaluate and consequently 
improve their program efforts. 
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ALCOHOL, DRUG ABUSE, AND MBtTM. HEALTH ADMIMISTRATIOK (ADAMHA) 

An example of research on AIOS conducted by the National 
Institute on Drug ^^buse that focuses on teenagers is an AIDS 
demo.istration/ training project entitled AIDS Prevention Among 
High Risk Adolescent Populations. This-one year project to be 
awarded in fiscal year 1987 is designed to identify specific 
subsets of adolescent populations at tha highest risk for AIDS 
and develop strategies for reaching, communicating AIDS 
information to, and counseling them, \fter an initial data 
collection effort, experts will be brought together to review 
what has been learned regarding informing and counseling 
adolescents. A guide will be developed based upon clinical 
experience and research. A training program will be tested and 
developed, also. 

In addition, a group of young people who appear to be at high 
ris< for contracting AIDS are adolescents who are homeless and 
living on the streets or in shelters. The National Institute of 
Mental Health, in collaboration with other PHS components and the 
Administration on Children, Youth and Families, has orgarazed a 
workshop on June 22-23 on AIDS and Adolescents in Crisis to 
discuss prevention, intervention and treatment for this high risk 
group . 
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HEALTH RBSOURCBS AHD SBRVICBS ADMIMISTRATION (HRSA) 

Two of the four aIOS Service Demonstration Program grant projects 
administered Dy HRSA nave components on adolescent prev^ention/ 
eduction : 



The New York State Department of Health has awarded a 
three year subcontract to the Institute for the 
Protection of Lesbian and Gay Youth. HRSA and Robert 
Wood Johnson Foundation grant funds are assisting them 
m developing AIDS/HIV infection materials and teaching 
strategies for adolescents, and provide direct 
counselling services at a "drop-m center" to high risk 
adolescents, some of whom are homeless, and many of 
whom are or have been involved with pros ti tu tion. 

The Los Angeles Department of Health, AIDS Program 
Office, has three subcontracts supported with HRSA 
service demonstration funds, that reach adolescents in 
Black and Hispanic communities m Central, South 
Central, and East Los Angeles. The Watts Health 
Foundation and the Minority AIDS Project are involved 
with risk reduction education programs, outreach and 
referral services targeted to minority youth. El 
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Centre Hurran Services organization is attempting to 
reach adolescents at risk, particularly IV drug 
abusers, m a predominantly Mexican American area of 
Los Angeles* 

HATIOHAL mSTITUTBS OF HEALTH (MIH) 

The National Institute of Child Health and Human Development 
(NICHD) plans to support several research initiatives that are 
expected to provide valuable information related to AIDS and 
teenagers. NICHD will request grant applications for projects 
that would describe and explain the behavior patterns that put 
teenagers at risk of exposure to HIV and for projects to study 
the processes by which individuals incorporate concerns about 
sexually transmlt^ed diseases and AIDS into decisions to be 
sexually active and to use or not use contraceptives. The 
Institute also plans to support seminars concerning AIDS for 
obstetricians, gynecologists, and pediatricians. These seminars, 
planned for the fall of 1987, will provide information for 
further dissemination to other medical providers, patients, and 
educators . 

COHCLUSIOH 

Although 148 cases of AIDS have been reported to date among young 
people aged 13 to 19; there is hope that: 
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o AIDS IS not common yet among adolescents, 
o We know a lot and can know more about how to 

effectively work with this age group, 
o Tor many of our teenagers, this would be a preventive 

intervention, especially m very young teens. And 

after all, it is easier to prevent some behavior than 

to change it. 

o AIDS may give us the impetus to deal knowledgeably and 
effectively with a whole range of healtn-related 
behaviors m adolescents. 

Let me concluae with a quote from the Surgeon General's Report on 
AIDS, "Tnose of us who are parents, educators, and community 
leaders, indeed all adults, cannot disregard this responsibility 
to educate our young. The need is critical and the price of 
neglect is high. The lives of our young people depend on our 
fulfilling our responsibility." 

Thank you for the opportunity to testify. I would be pleased to 
answer any questions. 
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Chairman Miller. Thank you very much, and I appreciate your 
testimony. Let me ask you, when you say that you agree with 
Mayor Koch that, in addition to not using intravenous drugs, absti- 
nence from promiscuous sexual activity or monogamy is the only 
way for adolescents to avoid getting AIDS, how does that work into 
what we know about the sexual activity of teenagers? I mean, what 
are you telling us, that you're going to modify the behavior of teen- 
agers who are already active? 

Dr. Koop. That is much more difficult to do than to work with 
those who are pre-adolescent. I think it's entirely possible, with 
sensitive, caring, considerate sexual education, in the context of 
family values, to raise a whole generation of adolescents who will 
be abstinent until monogamous. 

I think the sexual revolution and many liberal attitudes toward 
sexual behavior have sv/ung the pendulum v ery far one way, and I 
think we could go back to a system that, at least for our grandpar- 
ents, was the mode of the land. 

Chairman Miller. I assume what you're saying is that you think 
that AIDS is, in fact, the catalyst to provide that to be done; that 
you're now going to get parents who, certainly in recent history — 
and I'm not even sure in the time of our grandparents— taik to 
their children about sexual activity but, in any case, certainly, in 
recent history there's not a large demonstration that parents are 
sitting down in the numbers that would be required to talk to their 
children about sexual activity, their sexual activity, sex education, 
whatever the terms are that you want to use. You obviously believe 
that AIDS can become the catalyst to do that? 

Dr. Koop. I do, sir. You know, when something as bad as AIDS is 
on the horizon, I think you look around for anything good that 
might come from it, and I think, indeed, what you suggested could 
happen. 

1 think that my experience of 40 years in working with children 
and with parents would lead me to believe that no parent ever dis- 
agreed with me that it was, indeed, his or her privilege and respon- 
sibility to teach their youngsters about sex. My difficulty was that 
they very seldom did what they thought was right. 

And I think that the threat of AIDS could be the catalyst that 
says we've got to wake up and do this— and you very wisely said — 
whatever you want to call sex education. Unfortunately, it's a buzz 
word, and just to mention it polarizes any audience. 

But if we call it something like human development studies and 
do it in the loving, caring context of family relationships, I do 
think we could do a lot to influence teens to become the proper 
kind of teens. 

Chairman Miller. In that context, in the kind of program — it's 
not a program. We're just discussing what vou said here in the 
statement—but what you envision there— I ve read other state- 
ments by you— you're really talking about starting at a veiy early 
age with very young children to start to lay the basis, the founda- 
tion for their greater understanding by the time they're teenagers. 

Dr. Koop. 'fiiat's correct, sir. You know, children begin to ask 
questions about sex as soon as they are toddlers, but they only 
want to know two things: where do babies come from, and why do I 
look different from my brother or sister? 



ERLC 



20 



From the ages of about 6 until 9, they seem to care nothing at all 
about sex; and at 9, theyVe learned a great deal from what they 
see on television and what theyV heard from their friends, and 
their questions about sex at 9 are quite sophisticated. 

If you wait until a child is an adolescent and is fighting all these 
new urges and feelings for himself, it's very hard for him to ap- 
proach sexuality in an abstract way. And that's why I think most 
people who are concerned about the sexual activity of our teen- 
^ers believe that we have to build these foundations before the 
children themselves go through puberty. 

Chairman MiixER. Is what you're proposing here, is this different 
from engagmg m a discussion with adolescents about safe sex, 
about the use of condoms? Is this a change in attitude? 

Dr. Koop. No. I think you have to look at different target groups, 
as I do as the Surgeon General. And as I'm talking about AIDS, in 
my mind, at least, I have three target groups: first, those who have 
gone through adolescence, young career people, post-college age. I 
think that some statistics, and certainly anecdotal reports, would 
indicate that this group has indeed listened to some of our mes- 
sages and are beginning to change their lifestyles. 
T .T^^^ ^? ^ pre-pubertal, pre-adolescent group, and 
1 think there is our greatest opportunity to plan for the future. 

The remaining group, the adolescents themselves, are extraordi- 
narily difficult to deal with. This is not only because of their psy- 
chological situation, the fact that they think you're always talking 
to someone else and that they somehow will escape, because of 
their perceived immortality, the things that you're talking about 
that have dire consequences. 

It's also difficult because about 70 percent of them are sexually 
active. Its very difficult to get them to change that activity, and 
that IS when, if they haven't listened to the message of abstinence 
or monogamous relationships on a long-term basis, you have to in- 
troduce such things as condoms, knowing (hat it offends the sensi- 
tivities of some people. But, on the other hand, as a health officer, 
and even knowing that condoms are not 100 percent safe, I can do 
httie except to offer that to youngsters who are sexually active. 

Chaiman Miller. Let me ask you if you believe that that's inte- 
grated into this entire program. My youngest son just graduated 
from high school this last week, and having gone through this with 
two sons, I have never found them or their friends to listen to 100 
percent of what I say or to do 100 percent of the things I tell them 
that I think they should do. 

I'm a little concerned that there's a notion here that if we do 
this, we sort of end up with 100 percent prevention. Clearly there 
is a percentage of adolescents whose parents have been very re- 
sponsible—have spoken to them about their responsibilities, about 
the burdens of sexual activity, about the pleasures of sexual activi- 
ty, have gone through the whole thing, where they've had good sex 
education in their classes— and they still become sexually active 

And it seems to me that at some point— at that point, they ought 
to also have the knowledge about safe sex. We shouldn't be coming 
around later after we determine that— if you're going to do this it 
has to be a fully integrated education. 
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Dr. Koop. I agree with you absolutely, and your experience as a 
parent is, unfortunately, not unique. This is the way teenagers are. 
I've been through it myself. I'm now going through it with grand- 
children, so it goes on from generation to generation. 

I have never suggested that this not be part of a plan. I have di- 
vided the target audiences into three groups, and I think you have 
to deal with them differently. 

But, let me just tell you a little information from the National 
Survey of Family Growth conducted several years ago. They agreed 
that, while about half of teenagers use some method of contracep- 
tion first intercourse, those who did use a method tended to use 
the condom. The younger a person is who's trying to protect 
against pregnancy— and this survey was done before we were con- 
cerned about AIDS — the more likely a person is to use a condom. 
Older people use other forms of contraception. 

Pd, I do think that it is a teachable technique, but it's important 
to know, sir, that most people in this country who have used con- 
doms have used them for contraception. And if you use a condom 
for protection against AIDS the way you would use a condom for 
contraception, you will miss the boat and not protect yourself. 

So, when we talk about condoms, the education that goes with 
that has to be extraordinarily explicit. 

Chairman Miller. Let me ask you one final question. We start a 
new school year in September. What kind of shape are we going to 
be in across the nation to start imparting this knowledge at least 
to high school students, if not younger students? 

Dr. Koop. Well, I gave you some information about how many 
school boards do this. I am flooded constantly with suggestions 
about sex education curricula. I get anecdotal reports. Fortunately, 
I also get very comprehensive reports from large school districte, 
such as the one in Fairfax, Virginia. 

They have moved toward comprehensive sexua! education of 
youngsters from early grades upward but, fortunately, with curric- 
ula that stress responsibility and morality. And I have been very 
gratified in working with a number of educational groups as I pre- 
pared the Surgeon General's report toz^e that the questions of mo- 
rality and responsibility no longer make them stumble. They agree 
that this is the way that we have to go. 

Chairman Miller. Congressman Coats. 

Mr. Coats. Thank you, Mr. Chairman. Dr. Koop, is it fair to say 
that if we are asking young people or any age population to modify 
their behavior, their sexual behavior, in a way that would cause 
them to accept a mode of living that involved abstinence or monog- 
amous relationships, that we're only going to really be successful 
there if we can link the need to change that behavior to the conse- 
quences of not changing the behavior? 

It seems to me as long as there is a belief that a person will not 
contract AIDS or that there are safe ways of preventing AIDS from 
happening through sexual transmission, that we're not going to see 
dramatic changes in behavior. 

I think it's analogous to the drug situation. For a long time 
people thought that casual use of cocaine or even more than casual 
use of cocaine didn't really produce that great r risk. When some 
prominent people died from overdoses of cocaine, suddenly the mes- 
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sage of "Just say no" or "Don't do drugs," or whatever, became 
more meaningful, and I think it did start to influence people's be- 
havior. 

So, I guess that leads me to the question of: what is the risk to 
our teenagers? And what I'm concerned about is the fact that we 
may be sending messages about abstinence that won't really hit 
home because our young people, as you said, believe they're immor- 
tal. They are high-risk takers. They re experimental in their behav- 
ior. And as long as they are operating under a perception that the 
risk is very, very small, it may not really cause a change in behav- 
ior. 

That's why I guess I would like yci to elaborate a little bit on 
why it is that so few unr ■ " tLe age of 20 actually have contracted 
AIDS. I think you said ^ .rcent under 20, yet you said thej^re 
highly vulnerable. 

Now, are we going to see an explosion in these numbers? Are 
these the early results? What's the story here? 

Dr. Koop. The one thing we would like to be able to tell you, and 
we can't, is whether we are standing on the threshold of a hetero- 
sexual explosion of AIDS the way we stood on a homosexual explo- 
sion back in 1981 and 1982. 

The risk to the heterosexual population now comes from several 
sourc*^. Thore are bisexual men who pass the virus on to women; 
they coming out of the homosexu£il community. There are people in 
th-^ drug-abusing cult who are also spreading the disease, not only 
through dirty needles, but also through sexucd contact. 

So, there is now crossover into the heterosexual community from 
two groups of people who primarily made up the universe of AIDS. 

Then those people who are now contaminated with the virus are 
able to pass that on heterosexually. We don't have as many statis- 
tics in this countr/ as we'd like to have now, unfortunately. We 
will be gathering them. But, we can look to other countries where 
homosexuality and drug abuse are not major factors, but where the 
prevalence rate of seropositivity with antibodies to the AIDS virus 
is extraordinarily high. In some African countries, AIDS affects 11 
percent of the population. 

And there — although theirs are some problems in interpreting 
the data because of cultural differences, and because of other types 
of ill health in those underdeveloped countries, that pertain to the 
epidemic— it does seem that this virus can be passed heterosexusJ- 

ly. 

We will know, I think, in 6 to 8 months as we see the curve of 
occurrence in the heterosexual population go up. About 4 percent 
of the AIDS patients in this country are now AIDS patients from 
the heterosexual community. 

As we look back and see how we got there, it would seem that 
the curve of heterosexual prevalence is rising more rapidly than 
the curve of AIDS itself. We don't want to make predictions that 
seem hard and fast, but I think we'd give you a better answer in 6 
to 8 months as we see what happens. 

Mr. Coats. The New York Times on Monday had an editorial 
called "AIDS, Good News and Bad News," and in that they quoted 
Dr. Jaffe, who's the chief AIDS epidemiologist at the Center for 
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Disease Control. And I'm quoting from the New York Times arti- 
cle. 

He HSdd, "We really have not seen much evidence for the risk of 
virus outside risk groups. For most people, the risk of AIDS is es- 
sentially zero. Why it isn't getting out beyond the immediate 
sexual partners of risk group members, I don't know." 

I'd likf -ou to comment on that because I think that relates to 
my earlier question; that is, if this type of information particularly 
is prev^ent and particularly is prevalent in our teenage communi- 
ty, there's likely to be an attitude of, well, Dr. Koop and Secretary 
Bennett and others— Dan Coats and other people's messages about 
abstinence and about waiting until you can establish a faithful 
monogamous relationship is really just a bunch of old-fashioned 
moraBty, and it doesn't affect our group since we're not engaging 
in sex with a risk group, what would be your response to that? 

Dr. Koop. I would say that I would agree that when a youngster 
who doesn't want to change a lifestyle and wants to continue to 
feel as though you're talking to someone else reads statistics like 
that, it does give him some courage to go on the way he's been 
going. 

But, I can tell you that there are other bits of evidence that 
aren't that good. For example, the military keeps very accurate 
statistics of what happens to the spouses of the people who tested 
seropositive, and they have maoe the flatrfooted statement that the 
spouse of a person who is HIV positive is at very high risk to con- 
tract AIDS. This is also true in some of the things that Dr. Redfield 
has done at the Walter Reed Army Research Institute. 

So, I think that the evidence is there that heterosexual transmis- 
sion takes place. 

We also know about in two studies that were done in Florida. 
One cohort, married couples, where one had HIV positivity, who 
would not use condoms, was compared with another cohort where 
they did use condoms. Transmission from the non-condom users 
was ever so much greater than in the group that did try to protect 
themselves. 

So, I think that, as I stated a moment ago, we're on the verge of 
knowing more. We may be at the beginning of an explosion. I hope 
we're not, but we don't have enough solid statistics behind us to 
predict the future on teenage heterosexual transmission. But if we 
are to be competent and reliable health officers, we paint the facts 
as best we can, but we also point to the worst scenario. 

Mr. Coats. One last question, Mr. Chairman. 

Dr. Koop, Secretary Bennett has testified that if— as we develop 
programs, human development programs or sex education pro- 
grams in our schools, that we would be wise to leave some flexibil- 
ity in the system so that a program developed, say, for a small 
town in central Kansas might be different than a program devel- 
oped for an inner city New York school system, given the fact that 
the behavior is different and that the d^ee of risk is different. 

Do you agree with that approach? 

Dr. Koop. I've stated it publicly many times and also in my writ- 
ings that that is absolutely the case. I've pointed to several things: 
the developmental age of the child is much more important than 
the chronological age when you're saying when he should learn 
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certain things; that parents have to be involved with schools in de- 
veloping the curricula, f- J that what you expect to have as a plan 
tor bouth Bronx is quite different from what you'd have for Des 
Moines. 

Mr. Coats. Thank you, Mr. Chairman. 

Caiairmon Miller. Congressman Weiss. 

Mr. Weiss. Thank you very much, Mr. Chairman. 
, Dr. Koop, you called to our attention the fact that a certain line 
in your testimony had been changed; that it's not as it appears in 
our text. 

That line, as you read it, "i agree with Mayor Koch of New 
^^^^rJl cetera, is the same as it is in the text that I have before 
me. What had it been before? 

Dr., Koop. Fm quoting Mayor Koch, so I wanted to quote him di- 
rectly and specifically. He did not say promiscuous, and he didn't 
add monogamy. So, the way the sentence should read is, "I agree 
with Mayor Koch of New York that, in addition to not using IV 
drugs, abfjtmence from sexual activity is the only way for adoles- 
cents to avoid getting ATOS." 

Mr. Weiss. I see. 

Dr. Koop. I didn't want to misquote him. 

Mr. Weiss. In the course of the past four years the subcommittee 
which 1 chair on Government Operations, Human Resources and 
liitergovenimental Relations has held a series of hearings on the 
AlUb epidemic. Although the technical; scientific, medical, and 
pubUc health people who came before us really did a magnificent 
job, and presented their research results in a forthright way with a 
clear message, the problem we always had was with the soH^alled 
policymakers and budget number-crunchers, who made totally non- 
scientific ^d non-medical judgments, which they then unposed on 
the scientific and technical people. 

And as we followed the public debate, and the discussion that 
you ve been engaged in over the last months, I have had the same 
sense; that, in fact, you were attempting to put forth a clear and 
scientific position as the chief public health officer of this nation, 
while the people vidthoat technical knowledge or your responsibil- 
ity were making policy judgments based on totally different prem- 
ises. 

TTie question I have, really, is: to what extent has this in-fighting 
that s gone on between the scientific technical people within the 
administration and the non-scientific and non-technical people im- 
paired the fight against AIDS? 

??°^* ^ ^^^^ ™^ ^ say hov/ it had impaired 

the tight on a national basis, but I can tell you that I have never 
said anything that I didn't believe, and I have stood by what I 
thought a responsible health officer should say. I have tried to be 
as apolitical as possible and to provide knowledge on which other 
people in this country can act. I see my role as a health officer to 
provide reliable informetion that then can be taken up by educa- 
tors and passed on to teenagers in the context that we're discussing 
this problem this morning. 

Mr. Weiss. Yes. I think you have, but as I listened to your state- 
ment and read your statement today, I could not help but be struck 
by the fact that, obviously, the tremer ous public pressure and re- 
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action and criticism that you have been under, both from inside 
and outside the Administration, has had an effect. Not that you've 
not told us the facts and the truth as you see it, and as you've 
always been say?.ng, but that your focus is different. 

This statemeiit, as you read it to us, is exclusively on abstinence 
and monogamous relationships. It just seems to me that, perhaps 
without your even being aware, they've had an impact on you and 
I wonder whether you have any sense of that. 

Dr. Koop. I don't agree with you, Mr. Weiss. I'm quoting Mayor 
Koch here, but let me tell you what my public health message 
about AIDS has been from the very beginning, and I have not al- 
tered it. 

I have said from the start that the only absolutely certain way to 
prevent AIDS is to be sexually abstinent. I go on from that and say 
that that is not, for most adults, a viable alternative and, therefore, 
it is fortunate that there is such a thing as mutually faithful, mon- 
ogamous relationships. 

And the way I put it is to find a partner that you love and re- 
spect and make a union with that individual and expect that he or 
she will be as faithful to you as you are to him or her. 

Then I say if you do not heed these two very pertinent and truth- 
ful health messages, and you continue in a lifestyle, for example, 
with multiple sexual partners where the risk goes up, then the 
only thing that we have to offer you in the way of protection is the 
use of a condom. But please remember that while condoms may be 
somewhat safe— not reliable 100 percent— people are not reliable in 
the manner in which they use condoms. And, therefore, it is not an 
answer, even to those people who do persist in a lifestyle that ex- 
poses them to AIDS. It's better than nothing, however. 

Mr. Weiss. Well, here are the figures that you've cited: 70 per^- 
cent of teenagers have engaged in at least one sexual relationship, 
intercourse, by the age of 19; 50 percent by the age of 16. So, even 
assuming yrur argument is valid— that you can train and teach 
people for \. le future if you start them early enough— given the 
current crisis that we're going through, it just seems to me that 
primarily focusing on the abstinence is opening the way for spread- 
ing of this disease. 

Dr. Koo^. I don't, sir. I have to go through abstinence and mo- 
nogamy, but remember my three target groups. I'm quite aware of 
the fact that it's very difficult to reach teenagers, especially to ask 
them to change a lifestyle in which they have now become en- 
gaged. And that's why I have to, when I'm talking to teenagers, 
stress the use of condoms and their proper use more than absti- 
nence and monogamy. 

Mr. Weiss. And one final question, if you will, Mr. Chairman. 

On March 16th my subcommittee held a hearing. We had the 
Center for Disease Control and a panel of your people from HHS 
before us. One of the big problems we've had is that money that 
the Congress appropriates often doesn't get spent. 
Q ^n March — half way through the fiscal year— none of the 13 mil- 
FRIO ^^^^^^ ^^^^ been set aside for the School Health Initiative 
kiijiife^ CDC had been spent. This is at a time when education is the 
oniy technique for controlling the spread of the AIDS virus. 
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A few months have passed since March. Do you have any infor- 
mation as to what is being done in the School Health Education 
Initiative? Is that money beginning to be spent finally? 

Dr. Koop. I talked with Dr. Mason at CDC yesterday and, if I un- 
derstood him correctly, he is feeling much more comfortable about 
the progress thev are making and will be able to deliver some 
thmgs in usable form shortly. 

Mr. Weiss. So, so far, none? 

Dr. Koop. I think not so far, sir. 

Mr. Weiss. Thank you very much. Thank you, Mr. Chairman. 
Chairman Miller. Congressman Packard. 
Mr. Packard. Thank you, Mr. Chairman. 

I want to pursue just a little bit further the line of questioning 
and discussion by previous members of the committee. 

In drug education our primary thrust has been to teach our 
young people to say simply "No" to drugs. In your statement and 
m your agreement with Mayor Koch's statement, are you recom- 
mendmg, that in sex education programs that that becomes our 
first hne of defense, teaching young people to say "No"; in other 
words, abstinence? 

Dr. Koop. Yes, sir, and I would like to separate it into those who 
have not yet entered adolescence from those who have. The reason 
I stress the difference in teaching pre-pubertal youngsters, is that 
if parents do their part, they will inculcate in their children their 
o\vn ethical, moral, and religious principles, which then can be bol- 
stered by the curriculum which they have had a part in construct- 
ing. That s why I say it is possible to look forward to a new genera- 
tion of teenagers, properly taught, who could remain abstinent 
until monogamous. 

That's quite different when you approach that 70 percent of sex- 
ually active youngsters and say, "Just say no." They laugh. They 
don t want to say no, and if they try to say no, they find that's very 
difficult. ^ 

And for them, I think, without being overly judgmental, you've 
got to say, if you don't heed these other things we've said, then 
you ve got to protect yourself. 

I was talking to a group of teenagers recently, and I was talking 
about this problem of being monogamous, and I said, "And I mean 
long-term monogamv." And this girl said, "How long, a semester?'* 

Mr. Packard. Is that a different thrust, in your judgment, in our 
sex educational activities than what we've had in the past? 

Dr. Koop. No question about that You know, Fve used this 
phrase before: before some of my critics knew there was such a 
thmg as sex, I was out on the stump talking against sex education 
that was the development of sex technique without responsibility 
or morality. 

And I think that one of the most encouraging things that I've 
seen m the last six months is the number of responsibility-based, 
niorally based sex curricula that are in the schools. 

The one that is being used here in Fairfax County School District 
IS a remarkable one which I have plugged because I think it's so 
Y-r!\r-" ^ Respect. And it teaches children respect for 

tK^(^5mselves and for others but, in addition to having a syllabus for 
i teacher and a text for the children, there is a guidebook that 
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goes home to the families. But, it's comprehensive enough to send a 
different one to Protestant families and to Catholic families, so 
that they can inculcate the teachings of their own religion at the 
same time as they bolster the education in school. I think that's 
perfect. 

Mr. Packard. Thank you very much. Fd like to become a little 
more technical on the disease as it relates to the teenagers now. 

Are the symptoms for a seropositive or an AIDS carrier, a teen- 
ager, the same as they are in adults? Do we see any differences in 
the way the disease or the seropositive carriers respond from 



Dr. Koop. No, sir. We know that yoimg children, those who pick 
up their virus either through the mother's blood or during birth 
itself, have quite a different course, but I think that for purposes of 
diagnosis, teenage symptoms and signs are those of adults. 

Again, I remind you, we don't have that much experience yet, 
and there may be other things that turn up we're not yec aware of. 

Mr. Packard. Do we have a better source of statistical data from 
Africa or other places rather than our own society? 

Dr. Koop. Yes, we do, but the difficulty in some of those underde- 
veloped countries rests in the lack of resources they have to gather 
such material. 

But, for example, we do know that young men in this country 
who have been foimd to be seropositive when they applied for ad- 
mission to the armed forces, indeed did have signs of dementia that 
are not common yet in our experience with AIDS. Sc it may be 
that people of that age group may have the virus go directly to 
their brains, as has been demonstrated, and they may turn out in 
days ahead to have more neurologic complications early than older 
people. We do not yet know that. 

Mr. Packard. Is the spread of the disease or the virus possible 
by— like it is other diseases—by, say, a dentist or a hygienist or a 
physician in terms of instrumentation? Does sterilizing instru- 
ments remove the virus, and how sure are we of that process, or 
can the spread of it be from blood to blood through instrumenta- 
tion or improper 

Dr. Koop. Well, let me make it clear, sir, that the virus is found 
in many body fluids, but exists really in high enough concentration 
to be transmitted onlj^ in blood and in semen. 

Now, when you're in public health, you make rather flat-footed 
statements knowing that there is always the remote possibility 
that there could be another mode of transmission. 

It is possibh, although improbable, that a person who had an 
open running lesion in the mouth could transmit AIDS to a dentist 
who had a similar thing on his finger if he didn't wear gloves. 

The point cf all this is ^hat the guidelines that we have pub- 
lished for the protection of individuals from others, if followed, will 
indeed protect them. 

When it w*omes to the virus itself, it's a very fragile virus, and it 
ic easily killed by sterilization and, indeed, even by a bleaching so- 
lution. 

Chairman Miller. Your time has expired. 

Mr. Packard. Thank you. 

Chairman Miller. Congressman Rowland. 
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Mr. Rowland. Thank you, Mr. Chairman. 

Dr. Koop, over the past several months Tve read a lot in the 
media about ATOS, listened to a lot in hearings. In fact, this past 
bunday I was watehing a news program where a member of the 
Cabinet and a member of the Senate were engaged in a discussion 
or a debate that was almost childish. It almost got into a shouting 
match. ^ 

ATT^I^"^ ^ ^® ^^^^ discussing AIDS and debating 

AIDS m an atmosphere of partisan politics and philosophical dif- 
ferences, and we don't have any unified effort coming from the 
U)npess of the United States about how to address this problem. 

The scientific community is working very hard to try to address 
this problem, and they're getting mked signals, it seems to me, 
from the leaders of the country about how to deal with this orob- 
lem. ^ 

I have a great deal of concern about that as a medical person. I 
feel that if we don t get some sort of unified policy and let our sci- 
entists know what to do and which way to go, even though they're 
working very hard, that we're going to wind up wi^-h some kind of 
policy that is really not going to address this p lem, which is 
almost to the point, I believe, of being overwhelming. 

You talked about the possibility of an explosion in the heterosex- 
ual community. I think people in general probably don't even real- 
ize the threat that AIDS poses, and I think the medical community 
probably doesn t really realize that. 

And I just wonder if you have a feeling of uneasiness about the 
polici^ that we— the non-policies that we have in this country. 

Dr. Kcx>p. Well, I would say immediately that I am also gratified 
with the ch^.ges I ve seen in the past six months. You mentioned 
physiaaM. Six months ago, a great many physicians were very 
concerned about modes of transmission other than sexual. I think 
most of that has been straightened out, and I think that the efforts 
that organized medicine, such as the American Medical Associa- 
tion, have made to educate their own have been commendable. 

bo that, although I do share your uneasiness, I think we are 
making progress, and I have to remind myself that we're confront- 
ed with somethmg that we've never been confronted with before. 
And considermg that, I guess I'm relatively satisfied that we're 
going m the right direction, and I guess we'd always like to ffo 
faster and deeper. 

Mr. Rowland. Well, I think we're moving along very rapidly in 
the scientific community. The disease has only been aroun<C to our 
knowledge— we ve only been aware of it for some six years, and I 
think that, really, great strides have been made in the scientific 
community about testing, research for a vaccine or an antiviral 
agent. 

I was talldng with Dr. James Curran from the Center for Disease 
Control, and he s m charge of the AIDS project, as you know, and 
f that we're making projections about the number 

ot AlDb cases that we ve got, but we really don't know. We don't 
know how many people will test seropositive out there. 

In reference to teenagers, we really don't know because we 
haven t been doing that much testing in that particular group, and 
m the population in general; is that right? 
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Dr. Koop. That's correct. 

Mr. Rowland. Do you agree with that? 

Dr. Koop. I think the projections that the Public Health Service 
has made have been made with scientific accuracy. Because this a 
disease with such a long incubation period, when we predict that in 
1991 we will have already had 270,000 cases diagnosed as AIDS, 
these cases are already in the pipeline. It's not like saying next 
year the flu might the Hong Kong type. 

Mr. Rowland. So, they overlap? 

Dr. Koop. They overlap, and I think that the thing that we don't 
know with any accuracy is what number of people in our country 
are asymptomatic carriers of the virus. 

And CDC, you know, is doing a study, very scientifically, based 
on a small number of people in this country, that should give us a 
pretty good idea of what the prevalence is in our 240 million 
people. 

Mr. Rowland. Thank you, Mr. Chairman. 

Chairman Miller. Thank you. Dr. Koop, if you could stay with 
us because I know other members of the committee have questions, 
we're going to recess for about ten minutes to go make a vote, and 
then we'll return right away. Thank you. 

[Recess.] 

Chairman Miller. Congressman Rowland, I think you have an- 
other question. 

Mr. Rowland. Dr. Koop, I recall during World War II the 17- 
and 18-year-olds that were in the service at that time, there was a 
poster in most of the barracks that had a real nice-looking lady on 
it, and it said, "Beware," "Be Careful," and it suggested the use of 
prophylactics. 

Would it be worthwhile, do you think, to put up something like 
that for the education of our teenagers because we were teenagers 
at that particular time? 

Dr. Koop. Well, I think it would be, sir, and I think posters are 
very important. While you were out voting, some of us have been 
discussing here the fact that we have been talking as though all 
teenagers belong to networking families and affluent societies and 
two parents. My greatest concern is trying to reach the people who, 
at the moment, seem to be most involved in the behaviors that 
produce the thing we're talking about. And they would be primari- 
ly urban, black and hispanic youngsters who already may be disad- 
vant^ed, may have been through a teenage pregnancy and/ or an 
abortion, may have not enough education to be employable, and 
many times are functionally illiterate, this is the major thing I 
want to stress. 

I think we have to try to reach them with some innovative and 
creative things but, in the meantime, there's nothing that strikes 
their attention like a poster or a billboard. It may be offensive to 
the sensibilities of other people who are not worried about these 
things, but I think the threat is so great that we have to sort of 
overlook that. 

Mr. Rowland. Tha ik you. Doctor. Thank you, Mr. Chairman. 

Chairman Miller. I'd like to just, if I might, follow on to that 
question. I share the concern about the questions this morning sug- 
gesting that we were dealing with teenagers, all of whom were 
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going to be in homeroom class, all of whom were going to be awake 
tn^'^^ that class and interested and concerned, and who were 
gomg to receive all of this information. 

But It appears that you can get a set of circumstances where you 
start to mcrease dramatically the vulnerability of this population 
v«?,-L?L"i^'' Hispanic, poor, sexually active. 

You start to g(;t a population that appears, historically, to have a 
higher rate of sexually transmitted diseases, maybe than the popu- 
lation as a whole. You then have a concentration of what would 
appear, m the event of any real movement of this disease into the 
heterosexual community, to be a very vulnerable population 

• J^l wonder how the prescription differs with respect to 
those individuals and how we get to those individuals. We know in 
f«rj" 1 our urban areas and in the minority community we're 
^J!f~i!if J"st shorthand it-40 to 50 percent of our young 
people between the 9th and 12th grade are leaving that setting 
where we had an opportunity to talk to them about this. What do 
we tnen dor 

Dr Koop. Well, I think it's an overwhelming problem, and I 
don t have solutions I know that it's got to be a Creative arid inno- 
vative type of education that doesn't seem to be on the horizon 

I can also tell you that, as I have talked to clergymen who try to 
reach these youngsters, as I've talked to homosexual groups who 
Ynrir w educational program in places like South Bronze, New 
York, and Harlem, they find it overwhelming also; these ar^ verv 
difficult people to reach. They're not the kind of people you can ask 
to sit down and read the Surgeon General's report. 
tuir *°"Sht of comic books. I've thought of finding places where 
a dffficulf ^oup''^ audience and run a short, graphic videotape. It's 

Chmrman Miller. The operative sentence in that answer is it's 
n?aX®^ horizon. I mean, we're really nowhere with that pop- 

ulation at this point; is that correct? 

Dr. Koop. It's my belief that we are nowhere with them. 
K„ 10^?°^ Miller. I believe it's in your report that you ask that 
S«t'« 2 Z^l ^"l- kind of education. 
^Am% f tune isn't it? When you have something as serious 
f f'u suggest that we may not get there for another two and 
Loi '„ . yeare. Are we going to obtain that goal, and is that 
goal u^ent enough m light of the problem? 

y^c^' morning, our goal should be to get 

w^re t^ng to rS^^^^ ^ '^^'^^^ ^ ^ 
If we're going to talk to pre-adolescent youngsters, we're going to 
"^^''^ P.^'"^'^* t^lli'^e his child and another parent 
. ^ ^^t^ ^^^y ^^y- ^'^l^' see, that's what my 

mother said, too; I guess they must be right. This would be support- 
tkne ^^"^ message in school. That, I think, is going to take 

^olJl^^f ^^'^'^ mean that while we're preparing the pre-adoles- 
w2v.^ JfP?''?'^^? adolescents, we ignore the adolescents. 
Weve just got to do both at the same time. 

Chairman Miller. Congressman Bliley. 

Mr. BULEY. Thank you, Mr. Chairman. 
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At a hearing up here last week Dr. Redfield said that the failure 
rate among condom use was 17 percent. Do you agree with that? 

Dr. Koop. I think you have to know how the study has done, how 
well educated the people were in general, and how well educated 
they were in reference to the study. Most people in this country 
who have any experience with condoms have used them for contra- 
ception, and the figure usually given is a 10 percent failure rate. 
But, the way that's calculated is to say, here is a group of people 
who relied on condoms, and this is what they did in reference to 
failure. 

Now, some of those people practiced rhythm until they thought 
they were fertile and then they used condoms. Others did things 
that, if you were properly instructed, you would not do. 

But when it comes to sexually transmitted disease, you will 
recall that in my report I say that if you are to use a condom, it 
must be used from start to finish. That means before any genital 
contact at all, a condom is in place. 

More importantly, at the other end of sexual intercourse, there 
has to be disengagement of that couple before the condom slips off. 
And if you go over certain cohorts that have been studied in refer- 
ence to contraception, they are properly taught tht failure rate 
isn't 10 percent; it's only 2 or 3 percent. 

And that's why I say you can't just say use condoms, but use 
them properly. And, again, as you get explicit about these things, 
you run into more and more sensitivities in some parts of the popu- 
lation that don't like you saying these things publicly, bul we have 
to. 

Mr, BuLEY. Well, as I understand it, the study was between hus- 
bands and wives, by the Army, and that the failure rate was 17 
percent. 

Dr. koop. Well, I'm surprised it isn't more than that, knowing 
how people are, and they're not using condoms for sexually trans- 
mitt^ disease but for contraception. 

Mr. BuLEY. Well, having just said that. Dr. Koop, isn't the per- 
ception among teens that condom use will automatically make 
them safe from AIDS? , ^ 

Dr. Koop. There may be that perception, but nobody ever got it 
from me, because I never mention the word condom without m the 
same breath adding the clause, however, condoms are not 100 per- 
cent safe 

Mr. BuLEY. And then you would advocate that in the instruc- 
tions given to these teenagers on the subject of AIDS and protec- 
tion that it be emphasized that condoms are not 100 percent safe, 
and that abstinence is the best way? 

Dr. Koop. I would do that. And if Fm talking about condoms, I d 
try to make the point with teenagers that to focus on the safety of 
the condom is improper. It's the safety of the people who use them 
that makes the difference. , 

Mr. BuLEY. Earlier, in response to one of my colleagues ques- 
tions, you thought that the incidence or the chance of contracting 
the virus is relatively remote outside of sexual contact. 

Receatly, there have been reports, for example, the CDC reported 
tb I three hospital workers became infected with HIV virus after 
the blood of AIDS patients was splashed on them. All three work- 
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ers e^nenced-only one exposure to AIDS infected blood. Two of 
the three workers were wearing protective garments— were not 
S™L^SSd^ garments because they didn't know that the pa- 

♦•i^r'V^° ^ ^ P^^^^° *^ealth officer, that we have an obliga- 

JlfJl SJJ, i^-S^^ ^ *em that the patient 

that they are treatmg has AIDS or has the virus? 

Dr. Koop. Let me say that the Centers for Disease Control has on 
two occasions in the past two years published extensive guidelines 
i J^u Pu°*?Ji'°'' ^^^^ ^or''®^- I would venture to say that 
noivi f Hu* wor^f ^ ^ question been doing what the guidelines 

''o* *^ave been exposed U> the virus. 
^J!!e.^'^^^ ^ ^ emergency room, sir, is that you don't have a 
in Ji '^i * ^ antibody test done. When the patients 

f^LfA ^^y^t bleeding People are rushing around like mad 

glSSf ^'''^ ^ ' ^''^ ^^""^ ^^'^"^^ ^^^y^ do is get 

Remember that in the three cases reported, there could be ex- 
tenuatmg circumstances m each one of them. One of the people 

Sl^ ^ f^ V^^ ^^'^t' ••^^"'^^s the immi^re- 

^fi^^ ' person, you might say, was a law unto herself. One 
of them was attempting to push blood into a bottle in which there 
was no vacuum. And, so, when the blood was being pushed in, the 
Dott e exploded, and that blood hit with the same force thkt yoS 
AU^\,J^^^A^u ^ vaccination into a child. And the third in- 
dividual held her finger m contact with blood for, I think the 
hI?hiiT '^'^^^^''^ ^'^^ 20 minutes, and she did h^ve Ens on 

So that all of those things give you reasons to understand why it 
happened and as eveiy study that I know that's been done-and I 
don t wish to in any way impune the honesty of the people in ques- 
f .,^1?^ ' f ^.u^A^ ^*"^y recently where yo^gstera were 
IVi^o -15^ *® because they were seropositive, and they 
if rn^c^''^ f ^'Sh-riak behavior; go back a year' later and 
get those same people and talk to them, and now that the acute 
fiS® ^ oT' of them acknowledge that they did, 

SJ^ffi^^ • ? l^i ^^t"^^ had falsified their^S 

tary affidavit to that effect. 

Mr. BuLEY. Well, my prime reason in asking the question, 
Doctor was don't you thinC that it is time that when patients are 
?v ^ hpspital-I'm not talking aboSt emergen- 

cy cases but normally admitted to the hospital-that in the course 
of ttiat test, they be tested for AIDS? 

RiS!l; ^^^le^ ^^^^h question is much more pertinent, Mr. 
a^l- l reference to surgical patients. You know, we are losing 
operating room nurses now because of their fear. We have doctoil 

k If for^i!^! *° °*P®5?*^ "F^'' patients, and I think that the day 
is not far off when testmg of surgical patients, at least, in hospi- 
tals^ will become much more routine. ^ 

JnSfJ'ii^*'^'' ''^'^^if *i^- H!? yo" have an incidence of one 
5®'" thousand. That means that the operating room 
1, n^k^d "P?«t over a thousand patients; whereas, 

If they knew Aat 9^9 were okay, they could spencl all their caution 
on the one patient who was positive. And I think that there will be 
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a growing demand for the testing of surgical patients because it is 
the doctors and nurses in the operating room who are exposed to 
pin pricks, kn'fe cuts and so forth where the virus could be readily 
transmitted. 

Chairman Miller. Congresswoman Boxer. , , 

Mrs. Boxer. Thank you very much, Mr. Chairman, and thank 
you for these very important hearings. 

Dr. Koop, a third of my district lies in San Francisco, so, unfortu- 
nately for this Member of Congress, I have been very involved in 
this fight against ATOS for far too long now, maybe six yeare. 

When I first came to Congress in 1983, most of my colleagues 
had never heard of AIDS, and they have been very open to helping 
us, and now I think we have an atmosphere in which, certainly, 
everyone knows about it and, hopefully, will act responsibly. 

I really wanted to personally thank you for the leadership that 
you have shown on this. I don't think it^s been particularly easy for 
you, and I think it's important you know that there are those of us 
in the Congress who have looked up to you, who have felt that you 
have continued to make AIDS a health issue and not a political 
issue, and I just want to encourage you to please continue to do 
your duty in that regard because once we lose that, we are in big 
trouble in Congress because there are all too many who are ready 
to play on the politics of fear. And we see it, and it's very impor- 
tant if we're going to get a handle on this that we act out of the 
highest motives, which is this is a public health issue, and what 
can we do to help it. So, that's by way of introduction. 

In San Francisco, had we waited for the Federal government to 
move forward with education, we would be in a far, far worse disas- 
ter than we already are in. i j 

As I think you well know, locally there was tremendous leader- 
ship, and I think we were the forerunners of a lot of the things 
that are now happening nationwide. 

Education was the key and, if the statistics are correct, we seem 
to have turned around in the homosexual community, at least, 
with the spread of venereal disease, which is an indication of the 
spread of AII^. . 

I'm a little concerned about something in your testimony only 
because I worry that it will hold up education across this country, 
and it's on page 3. You say, "The scope and content of AIDS educa- 
tion should be determined locally ... and consistent with parental 
values." Now, I think that's ,ery laudible. Dr. Koop. 

But, here we are in the midst of what some call the worst health 
epidemic ever. Are we going to wait until all the parents sit down 
in a room and get tc^ether and agree on how the pamphlet should 
look? 

I am— following up on Congressman Weiss testimony— I am a 
parent, and I am very concerned that nobody overturn my values, 
but I'll tell you this. If it's the life or death of my kid, I want my 
kid to have the information. 

So, could you respond to this, and also in context with Congress- 
man Weiss' point, the funds have not come down to the schools. 
When are they going to come down to the schools? I want to know 
when. What is your sure and firm date? And if there's a problem 
or a log jam, what can we do to unclog that pipeline of education? 
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Dr. Koop. In reference to the latter question, you're asking the 
WK.ng person because I don't know and I can't'control 1? ^ f had 
the power that m^t people think the Surgeon General has, you'd 
have an entirely different country. Now - 

deKeXd^fsetS "'^^ 

Dr. Koop. Please don't construe what you read there as in anv 
way subverting education. I'm not talking about a pamphlet Tm 
S mSv'^^1*? ll'' ^hat the.reason that'we've hadSsJotnes^ 
nn.^ / f ^ country m gettmg any kind of human devel- 

opment studies into schools is because there was not a coalition be- 
twmi parents and school boards and faculty, and that hS to takt 

m^t *^,^e^^.,«'hy I say that it has to be in line with the 
morals of the family and has to be decided locally-we discussed 
that somewhat before you came in-is that you don't do the same 

Sth1t^"'lf':°> ^''"^ do in rural MonSna! 

and that s what it means. ' 

«f^^Llf1f^''^y /°'''\*^^'''^ education of these young- 

fr^S fl^ P ^ ; ^ ^^^^ «»^0"ld be dropped on th^ 

from the Federal level. I think our responsibility in health in the 
Federal government is to provide accurate information so that edu- 
cators can use that m the best possible way for their own constS- 

Mrs. Boxer But, the point I'm making. Dr. Koop-and I agree 
IZ P'^^T' r'^^ "^^^'^ ^« h^ve a lot of tfme, I 

Ukl it wi;pnT ^^^''l^^ supervisors, and I reaUy dWn't 

to work . ""^ "^^^^ ^ I to have the ability 

WocTSa;te,rn7u7 or ''^^ '^^"""'^^^^ development. 

What I'm suggesting is we are in a crisis. 

er^^fhl'^^^?J^u''\^u^^i^ education funds. I assume, howev- 
er, as the public health officer, you feel a sense of crisis, aAd could 

^ ^'ho is holding % S 

tunds, or what agency is holding up these funds? Is it CDC that's 
holding up these funds for education? You don't know? 
.n.iS ^Jir^^^.u?" ^ ^°"ld like for the record perhaps if you 
KeLlithi'el;^^^^^^ ' certainly^wanf to 

^iL^*"^ ^ '^'■f '^' education is the only vaccine. Tf we know 
anything we've got to teach it. I have no problem at all with 

tZTl^Sff'^l''? 't' ^ If don^t choose that d^e^ 
tion, this is what you have to do. That's no problem. I think every- 
one agrees on that. But, we've got to get this out ^ 
tions ""^ ^ Chairman, a couple of more que^ 

Chairman Miller. One more minute 

Mrs. Boxer. Thank you. One minute. 
«vViTJKi**V°" ^"PPO'^.the Federal Government making that drug 
Ko mS ^.i "J^derstand it, it could cost I much al 

Iio2T ! f month-for the drug, or a year for the drug, 
$10,000 a year for the drag, which is beyond many people's ability 
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Dr. Koop. Again, a difficult question. I don't set policy on that 
sort of matter. Obviously, if there is a drug available, Fd like to see 
it made available to eveiybody who needs it. 

The happy thing about it is that the price will come down, and it 
is also being manufactured much more rapidly now that we're 
^oing to a synthetic Thymidine rather than using naturally occur- 
ring Thymidine. So, I think that picture will brighten. 

Mrs. BoxEK. So, you have no position on whether Congress ought 
to fund the drug immediately for those who need it and can't 
afford it? 

Dr. Koop. Well, the reason I'm hesitant is that AZT seems to be 
the brightest thing on the horizon right now, but it has a lot of side 
reactions, and I'm totally confident that daughter drugs of AZT 
will be much more effective and much less toxic. 

Mrs. BoxEK. Thank you, Mr. Chairman. 

Response From Dr. Koop to Quesiions Posed by Congresswoman Barbara Boxer 

Representative Boxer. You do not control getting the education funds. I assume, 
however, as the public health ofiicer, you feel a sense of crisis, and could convey 
that— who is it, to Mr. Bennett, who is holding up these funds, or what agency is 
holding up these funds? Is it CDC that's holding up these funds for education? You 
don't know? 

Dr. Koop. Well, I would say that I would like for the record perhaps if you could 
look into this and let me know because I certainly want to unleash these funds. 

Response. Funding for AIDS education in the schools is not being held up. The 
Centers for Disease Control developed a plan for providing State and local education 
agencies as well as national organizations with financial and technical assistance 
for developing and strengthening school-based education programs. This plan is pro- 
ceeding on track. 

The April 21, 1987, issue of the Federal Register Notice clearly delineated the ap- 
plication process for obtaining funding. In May 1987, agencies eMgible for funding as 
outlined in the Notice participated in national workshops in which further guidance 
w0s provided on the application process and content of proposals. CDC received a 
large number of applications; review of these applications has now been completed. 
We anticipate funds will be awarded before October 1, 1987, to selected State and 
local education agencies and national organizations in accordance with prescribed 
guidelines and regulations. 

In addition, we anticipate that funding for the development and incorporation of 
AIDS-related information into CDC s existing Growing Healthy and Teenage Health 
Teaching Modules curricula (for elementary and high school students, respectively) 
will be awarded before October 1. 1987. 

Chairman Miller. Congressman HoUoway. 
Mr. HoLLOWAY. Mine is a statement, but you might respond to it 
if you would. 

I worry as much about the civil rights of non-ATDS patients as I 
do the ones that have it and, undoubtedly, we seem to be, as a Con- 
gress, more and more willing to protect the rights of the people 
who have AIDS. My interest, is in testing and testing— everyone in 
the country. 

But, what I want to bring up, really, are the ev'ls of homosexual- 
ity. I realize it did not originate there but, still, ^re we doing any- 
thing to educate our teenagers to the fact that it's not a natural 
way? It's not, in my opinion, the way that the Creator intended 
things, and, is there anything being done to try to show the chil- 
dren of our country the evils of homosexuality and all the other 
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Lets turn this country around and go back the wav «„.. 
Stl^^^^^r ^iJ^'^^^ ^ I« there Sij^hinrbeing d^^^^^ 

nr Tni^Tw.^"'^^*^**^""^ ^lo^g this line? ^ ^ ^ '^^''^ 
5«« I ^1*^ P'^® *he reasons, sir, that I have been oroDoci- 

ifc'h SrnotSV^t'^.'TT^ about AIDS, thal'the Xatbn 
tel fnnnt A^^ ^ ^^"^^ ^ut have i emendous paren- 

SrricSlnm ^i^^"'^ ^" '-^.^ ^« ^^^-^ discussing one tW^ of 
lam^inSft Som 1 ^^'^y '^^"'^^'y which hS a 

S PtS 1*"^ PP''^?*^. P«™its them to introduce 
their own ethical, moral, and religious beliefs. 

conSrns combination of the two would answer your 

Oiairman Miller. Congressman Levin. 

educatiSi^nrni"^^ ^' "I*^ especially important that school sex 
education programs emphasize to teenagers the need to refrain 

^ee with that, until they are ready to establish a mutuallv 
fSus o^T'^^^T^^'r^^^^^^'^^WP- I believe that ^ is poTsMe to 
£nL^^ w^^ -fr""* younpters and produce a generation of 
teenagers who will remain abstinent until they develoD a mat irP 
monogamous relationship." ^ aeveiop a mature, 

em^ph^iJ^^Z^rt^^^r^^^^^ ^'■^^ testimony, that you have 
3 tolSna^l;^ tvfat^ff^ *9 say that we should not 

Dr. Koop, To test themselves? 
Mr. Levin. To protect themselves. 

ever'sSre r,e°£?1SU{'^^'*.?: Everything that I've BB.ii, sir, 

»fi«onigK^£r2t^-£r„1^^ 

aLn?fw- Vfu*'?^ ? °f discussion I think, befoffyou came in 
^^f M^Vn^^' ^^^^'^^S*' '^O'^^o^is are not 100 percent effStiie 
^"^"/^ condoms is not the condom iteelf faS the 
peop e that use them, and the fact that it may not b^ 100 ircent 
Mr if^^f^ *r ^'^y^hing else we have Sht now. 

^e^Se^^a^f^he?^^^ ^^^^^ ^^^^ ^^^ ^^ th^ SiTs^ 

enfiJe meS^^ ^ ''"'^ ^^"^ I didn't quite get that 

thPnffc* gratified to hea-^ you say that, because I always get 

^■s^^Ts^upiSufc-o^Vosr - 
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Mr. Levin. And you're determined not to shut up about any of 
this. . 

Dr. Koop. I try to put everything in, right. 

Mr. Levin. And I think most of us applaud you for it. L^^t me ask 
you then, it's not easy to answer as quickly, but you've been in the 
center of the storm, why the polarization? ^ 

You say you're going tc- be heard on all three aspects. We re talk- 
ing about a matter of death, of life and death. Whv don't— why 
doesn't everybody hear all parts of your message? What is the dy- 
namic of the polarization? 

Dr. Koop. I think people hear what makes news to them. Many 
times I've made a public appearance, I've talked for 25 or 30 min- 
utes, and I've said what you've heard me say here today; and the 
newspaper headlines say, "Koop Favors Ck)ndoms." Well, thats 
true, but he favors other things ahead of them. 

And 1 think when vou talk to certain people, they are so frightr 
ened about the fact that their children might be properly educated 
sexually, that as soon as they hear that word, they freeze up and 
don't hear anything else at all. , i , 

I think that if we wera dealing with a disease that onlv bankers 
Avith bald heads got, we wouldn't have any problems at all. 

Chairman Miller. The emphasis is on bankers, isn't it, and not 
on bald heads? 

Dr. Koop. I come from a family that has both. 

Mr. Levin. Dr. Koop, do you think it's a good idea that every 
household in America receive your report? , 

Dr. Koop. That's a hard question to ask the author, sir. That s a 
very unique document and I love it, and I'd love to see it in every 
household, but if you want to get the most for your money, I m not 
sure that it ought to be in every household in Wyoming. I'd like to 
see it in every household in those states where they have very high 
prevalence rates. . ^ , 

Mr. Levin. But, you indicate that there's uncertainty as to how 
this will spread. 

Dr. Koop. Which? 

Mr. Levin. AIDS. So, if , ^ . 

Dr. Koop. Uncertainty as to whether the disease will explode in 
the heterosexual production as it once did in the homosexual popu- 
lation. .... 

Mr. Levin. Right. So, in view of that uncertainty, isn t it impor- 
tant that it be distributed in Wyoming as well as New York? 

Dr. Koop. In the best of all worlds, yes. I was trying to save as 
much money as I could to do other types of education because I 
think that, although many people will read that report who are lit- 
erate and appreciate that kind of education, I think we also have to 
get things on poster and billboards, comic books, and especially on 
television, which most people look to for education today. 

Mr. Levin. Just one last question about this if I might. 

Do you think that your report has the balance in it that you 
stated today? Looking back in it, are you satisfied that it has the 
correct emphasis? t xu- i -i.* 

Dr. Koop. I don't want to change anything in there. I thiiyc its a 
very good statement. If you read it through a couple of times with 
different points of view. I think it's a good health statement. There 
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are 14 moral statements in there. The nice things about AIDS is 

Mr. Levin. Thank you, Mr. Chairman. 
Chairman Miller. Congressman Skaggs. 
Mr. Skaggs. Thank you, Mr. Chainnan. 

Dr. Koop, I also appreciate very much your ability to be tasteful- 
m J^t^'?^"' '"^j^*- Yo"'- «*^tement made^t poKat 
Crd^ Vf 7* ^r\l ^'•^ ™k. Many last n ght 

thaT nS? ^r^^ '^t- ^'"'^ heard iany times: 

^ZlZtS^S-^-Ti'' ^^^^ we'reali; WmSl: 
. do that? What's the role of tho Federal government 

m getting tastefully explicit information onto the TV and oXthe 
^dio to really addre^ the particular educational needs of thiTpTi^ 

mi?; '^^'■^ f ^ ^''^^^ ^'^^^ ^^y^ oPe'^ to *e Federal govern- 

ment, and we re not permitted to purchase time. We can relv on 
stations to put on 20, 30 or 60-second public serWce^nounS 
mente, and they're doing that. I've made a number S^the^''^"'''"^ 
fKW ?^ ^^"^ cooperated with us in doing the same 
thing. Documentanes are good, but they're not looked at bv ^ 
many people as watch entertainment ^ 

ffPt tv.?«r"^^ J^mcP®'^^''^^ ^P^^O'^' sir. I think the best way to 
DrinJJ^?i^^^i°^-^^ ^ teenagers is to have it appea? i^ 

^ Ch^-n M '^'^''.^P^'? °f ^ plot of sit-coms and othe? things 
chSTtS^ ^"^'^ '^^t flowed to pur- 

a-ai^rSr^Kf ^^«f ^-'^^ ^^^'^ P-^^-^ 

Dr. Koop. It's the law. 

Mr. Skaggs. Should \/e change the law' 
«.,Vvf You can't watch an NFL football game with- 

out the Armytellmg you or the Navy telling you to sign up 

Dr. Koop. That's not the Public Health Service. ^ ^' 

Chairman Miller. I understand. So, it's not a generic law This 

thaASVm^i^H Sir*' 'T''*- ? ry other people, '-ut 

Mr Sfil 1.*°^^:,.^^*^ ^^^y "'''^ * purchase time. 
Mr. Skaggs. For the record. Doctor, if you could provide the rom- 

hvXe P^°^ibi«°^ that exp^nd^^^^^^ 

hL?!w ^"^''^ ^'^y f"^*^^'- citations you might 

have that constrain you on that area because I think this k one 
area that we ought to deal with veiy directly 

^"^^^ ^y '^^°''' *osc states in which there is a hieh 
mcidence any reason to suggest that we shouldn't make a full 2 

Dr. Koop. No, sir. 
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Response From Dr. Koop to Questions Posed by Congressman David Skaggs 

On further consideration oi statutory restrictions on the purchase of paid adver- 
tising, it has been determined that while 5 U.S.C. 3107 prohibits the use of appropri- 
ated funds to "pay a publicity expert unless specifically appropriated for that pur- 
pose," this is not viewed by the Comptroller General as a prohibition of an agency's 
^legitimate informational functions or legitimate promotional functions where au- 
thorized by law." (Principles of Federal Appropriations Law, GAO (1982 ed., p. 3- 
152)) 

The Secretary of HHS has authority, under Section 301 of the Public Health Serv- 
ice Act, to conduct informational activities and, under Title XVII, to support health 
information activities. We believe that activities under these authorities would not 
be prohibited by 5 U.S.C. 3107. 

Mr. Skaggs. Thank you, Mr. Chairman. 

Chairman Miller. Time out for the— do you want to ask the Sur- 
geon General 

Mr. Packard. One quick question before he has to leave. 

Chairman Miller. He's going to give you a quick response, too. 

Mr. Packard. I hope he will. On page 3 of your statement, I 
won't quote the whole paragraph. It's the first paragraph, but it 
starts by saying, "I believe that education about AIDS shoul'^ begin 
at home," and it goes on and speaks about family, and "behavior 
should be reinforced in the schools. I recommend that parents es- 
tablish a biological and a moral basis for sexual activity early," in 
their children's lives, and you've stressed it over and over today 
that the home is the best place for young children to get the basics 
of sex education as it relates to AIDS. 

Yet, we've had no discussion about funding and about education 
of the parents. We will probably go to great lengths to educate our 
teaching institutions and those that will be involved in the school 
system* 

Are you suggesting or woulv you suggest that we also go to also 
great lengths to educate the pa ints of America in terms of helping 
to teach and educate their own chiidien? 

Dr. Koop. Absolutely, and I am wrrking now very diligently with 
the private sector to come up with teach'.u;^ coalitions who will 
teach teachers in schools and p-^rents of children how to work to- 
gether to feel comfortable abou' broachirg these subjects that they 
feel are almost taboo. 

Chairman Mr Congrescrnai. Veiss. 

Mr. Weiss. the record. Dr. Koop, we have testimony 

before my sm -ee from the CDC and HHS, and I think ini- 

tially you're i ere may have been some question as to the 

legality of the tint, this has been resolved. They're now quite 
comfortable that they can buy time, and are making plans to do so 
for public education. 

The problem is that It's costly, and there's been a fight within 
the Administration as tu what to spend money on. But CDC cur- 
rently is planning a massive— so they tell me— public outreach pro- 
gram including television, and the hope is that you can urge them 
to get off the dime and stait moving forward with it. 

Dr. Koop. It's planned for October. 

Chairman Miller. Put that on number 3 on your agenda for the 
committee. 

Doctor, thank you very, very much for your time and for your 
testimony and for your leadership position in this effort. 
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Mr. Skaggs. Mr. Chairman, perhaps we could ask unanimous 
consent to keep the record open. There may be othe?a.,pStonT?^^ 
committee would want to submit to Dr. Koop ^^^stions the 

ieSSZT^^- ^^'"'"^^^ ^ there is no ob- 

The next panel will be made up of Dr Marv-Ann Qi^afor f^-nrv, 
J*:^,-"'!!!.^ of California School^f MeSiclS^st; Fr^f^^^^ 
Louis Aledort who is from Mount Sinai School of MeTcSe ' D^' 
Vernon Mark from Harvard Medical School; and Dr KaSn Hein 
who IS from Albert Einstein College of Medic ne, New York ' 

alHn '^vi,'^'"' P^^^«' ^« r^ognize you in the 

2nTfi, '^^''^ we called your name. And if there are empty seat^ 
and there are still people in the hall, we'll just take a minute to 
allow people co come into the hearing mmuie to 

If you would just come in and take whatever emotv seats von 
find m the audience as quickly as you can, please. You're So wel 
come to come up here and sit in these chkirs here ?f Wd liS 

£i of^n^^'o^o^f'^' ^"^^ r'^^ ^''^^ ^ ha- mem 
Dere ot Oongress. Go ahead, you're welcome to come up here and sit 

in these chairs, as long as you don't go "Hi, Mom '' 
of JJ? ^.^^^ committee. As usual, we will place your written 
statement m the record in its entirety, and you may Dr(S^Tn thP 
manner m which you're most comfortable. To the extent to wh£h 
you can summarize, it would be helpful. As you caS^So membSs 
IS toTmmPnTn' of questions. tI the^xS^t S you 

Z^^LfJxf^^?^^'' fmethmg that was said previous to you, cer- 
tainly feel free to do that also. Dr. Shafer, we'll start ^th you. 

STATEMENT OF MARY-ANN SHAFER, M.D., UNIVERSITY OF 
CALIFORNIA AT SAN FRANCISCO 

du?tion"Zf I'S^f ^'^^i °ther areas in which, just as an intro- 
*u 'a • ^™ involved with. I am actually Section Chair 
h Ju^ American Academy of Pediatrics as well i? adolescenJ 
health. Because we're dealing about educating parents Sid o?her 
telT'f f know. And also, f'mTm^thTr'oft; 



Hari<Tlifo«! \x^I "r '^ v:- u • , • ^^O' ^™ a mother of two 
daughters, one of which is now literally budding into adolescence 

Gi,Mmer SUVTf ^'"^ ^ good Sd 'of 
jjeorge Miller— Lreorge Miller is a very good friend of mv nPiahhnr 

o^lw^" ™any previous epidemics, including polio in the '^0'^ 

A&^Syt^^^^^^ «^ --1 behavior, 

of ?f?£tWe%reitmenf ?f^^^°l ^'""^ ^ development 
oi eiiective treatment of the disease or prevention of the dispa^P 

FJv^^T'l"^"^'' h^^*' to t^n years away ^ 
fj l^^^ abstinence from sexual intercourse is 

the most effective measure to prevent acquisition of the AIDS 
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virus, over one-half of 15 to 19-yearK>lds are sexually active. By age 
19 over 70 percent of them are sexually active. 

Six: The use of condoms is an effective prevention strategy 
against the transmission of the AIDS virus, yet less than 20 per- 
cent of 15 to 19-^ear-old girls state they use them and, in general, 
the use is intermittaut. 

Seven: Sexually active teenagers have the highest rates of sexu- 
ally transmitted diseai?es among heterosexuals of all age groups. If 
there are one million teen pregnancies per year, there are at least 
two million sexually transmitted disease infections; most go unde- 
tected. 

Eight: Health education interventions regarding sexually trans- 
mitted diseases are either non-existent or woefully inadequate or 
inappropriate for the adolescent age group to effect behavior 
change which would prevent sexually transmitted diseases and 
their tragic sequellae of pelvic inflammatory disease, ectopic preg- 
nancy, infertility and cancer of the cervix. 

Nine: The extent of sexual activity and sexually transmitted dis- 
ease among our youth is, for the most part, unrecognized or ig- 
nored by youth themselves, their parents, their communities, their 
doctors, as well as by their local. State and national policymakers. 

Ten: Using the current prevalence data on sexually transmitted 
diseases to identify populations at risk for acquisition of the AIDS 
virus, sexually active adolescents become a most important popula- 
tion to target intensive preventions now. 

To understand the possible impact of the AIDS epidemic on ado- 
lescents, it is necessary first to comprehend the characteristics of 
the youth population to be targeted for future projects and for the 
actual and projected scope of the problem of sexually transmitted 
diseases, including AIDS, among adolescents. There are currently 
over 35 million adolescents 10 to 19 years of age in the United 
States. By the 1990s, there will be an overall increase of 10 percent, 
with the greatest increases in population occurring in the West and 
Southwest, over 50 percent of whom will belong to ethnic minori- 
ties, more will live in poverty and urban centers and, therefore, 
will ^ poor. Many come from non-traditional families which, as we 
mentioned earlier, pose a lot of difficulties for utilizing the family 
as the primary vehicle for education regarding sexual activity, sex- 
uality, sexually transmitted disease, AIDS and so forth. 

These demographic changes will place more youth at risk for sex- 
ually transmitted disease infection, including AIDS, in the near 
future since the link between sexually transmitted diseases, pover- 
ty, minority and younger age status have been established. 

Regarding sexually transmitted diseases among adolescents, 
(which is really my expertise area) it is estimated that more than 
one-half of the 20 million sexually transmitted disease cases report- 
ed yearly will occur in individuals under the age of 25 years, and 
that one-fourth will be affected before graduating from high school. 
Rates of sexually transmitted diseases among females are highest 
among adolescents and decline dramatically with increasing age. 
Premature sexual activity, in conjunction with ineffective metxiuus 
of contraception, either none or non-barrier methods, may place 
the adolescents at risk for sexually transmitted diseases including 
AIDS. 
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common sexually transmitted d£ai St™ the worM v- "'"'J 

(uitag S3w »^ i^""**) Chlamydia 

Dr Hein '^'1 »*>'«s=e"ls-will be reviewed by mrco°teague 

The Surgeon GeneraFs Report stresses~-.«nH T "aj i 
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Cisco high school— and we assume we're rather advanced in AIDS 
knowledge in San Francisco— showed that adolescents lacked suffi- 
cient knowledge about the cause, transmission and prevention of 
AIDS, particularly about the preventive measures to be taken 
during sexual intercourse, including abstinence, sexual practices 
and the use of condoms. . 

Significant ethnic differences were found with perceived knowl- 
edge of AIDS, perceived risk of acquiring AIDS and in the prince 
of misconceptions about the AIDS transmission through casual con- 
tact. Whites were found to be the most knowledgeable, Latmos the 
least knowledgeable, with black youth intermediate in their knowl- 
edge of the cause, transmission. 

Adolescents, especially ethnic mmority youth, are the most im- 
portant group to target prevention programs. It must be empha- 
sized that the single-most critical factor which may place the aver- 
age adolescent at risk for acquisition of sexually transmitted dis- 
eases including AIDS is sexual intercourse. Most individuals miti- 
ate their sexual activity during adolescence. Accurate knowledge 
about the epidemiology of all sexually transmitted diseases, espe- 
cially AIDS, sexual practices and so forth, and ore's perceived sus- 
ceptibility to sexually transmitted diseases and the AIDS virus is 
lacking among high school students. 

All sexually transmitted diseases, includmg AIDS, are preventr 
able. Since prevention is the key tool, it is imperative to design m- 
terventive pr<«rams that will effect change in knowledge, attitudes 
and beliefs and will prevent or modify behaviors which place the 
adolescent at risk for all STD's including AIDS. 

This becomes important in the adolescent population in the proc- 
ess of establishing adult health and behavior patterns. This is a 
period when youth may be particularly amenable to change 
through intervention. I must also stress that education per se, tra- 
ditional information giving, has never been shown to change behav- 
iors in adolescents. 

Conclusions. First sexually transmitted diseases are a major un- 
recognized health threat to our youth. Number two: Sexually trans- 
mitted diseases occur in epidemic proportions among adolescents, 
yet most infections go undetected. , . . n 

Number three: Sexually transmitted diseases cause pelvic intlam- 
matory disease, eptopic pregnancies, infertility, cancer and are also 
a cause of death. Although I agree with the Surgeon General about 
sex education beginning in the home, this may be an unrealistic 
approach. The trend is one where adolescents live in non-tradition- 
al families, families at risk, and poor families. 

It becomes more difficult to use such families as the primary ve- 
hicle for a source of education about AIDS and other sexually 
transmitted diseases. . 

Number four: AIDS is a sexually transmitted disease. Usmg cur- 
rent prevalence data on other sexually transmitted diseases as indi- 
cated of risk for AIDS, adolescents become a high-risk population 
for AIDS, especially minority youth. ^ 

Recommendation. This is a crisis now. Prevention is still possi- 
ble. Intervention programs, including education, must be support- 
ed, developed, implemented and— I emphasize— evaluated now. Dif- 
ferentiation between children and low-risk adolescents versus high- 
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risk adol^ents must be made in the development and implemen- 
tation and timmg of the interventions. ix"F»emen 

sti^L'^^L^?." Hir! '*'^"'^ "^f high school 

Z^^^' ^- • i'' detention-another forgotten area. If you're 
trying to pmpomt an area where I would recommend immediate 

SaliSw ^'^^^ wKe a™cXl5 
K -{^r • u- .implement intense education programs for 
them. They are high-risk youth. They are sexually active They are 
not using barner methods. They may be involved with druS and 
prostitution They are a very high-risk population I've never heard 
mentioned to date regarding AIDS. 
Num^r three: Creative programs including media should be en- 

mSo YiSHc^°T^i,^°"*^-^°"P^ P^'^' television and alio 
Lr pJ^ A "^^'■^ t*^^'^ ^^^y television, 

r^io four Condoms should come out of the closet. For exam- 

K'^^? '''''i^? "^^'^y are not allowed even to- 

talk about condoms. They cannot hand them out. And, yet in one 
school m San Francisco, for example, there is a-Ser ^hS cJn 
distribute them as an "individual". In a sense, we'X tn^n Jto rive 

Sr to TmtfemeT^,; 't"' Tu"^'' ^"^^^ youngsteTvehidef In 
order to implement what we're telling them about. 

nmor^nfc the crisis and the threat and to institute relevant 
programs for youth regarding STD's and AIDS 

thi mStheToT T^tJ^lH^'^'^Si^^^^^^y ^t*^ "pother. She is 
ine motner ot 7 children. She has 5 sons and 2 dauehters Sho 

She^f Tm Lh/^'^ JSr- Sth'^SJ^choSf 
a^^dafi?Il^^ l°f''i^?y the thought of having condom 
f ^""^ °^ television all the tinie when I 

y^'SteSe^bOT^' ' ' 

me^l^^SV^tlL^^^^^^^^^^ - ^-P'e- 

Cha.'man Miller. Thank you. Dr Aledort 
[Prepared statement of Mary-Ann Shafer, M.D., follows:] 
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Prepared Statement of Mary- Ann Shafer, M.D., Associate Proff^or of 
Pediatrics, University of Caufornia, San Francisco, Department of 
Pediatrics, Division of i dolescent Medicine 

ZNTRooacnoN: 

Overview of Pacts ; 

1. By the year 1991, Acquired Isaunodeficiency Syndrome (AIDS) 
is projected to becoBe the worst disease epidemic in united 
States history. 

2. Unlike Bany previous epideaics including polio in the 1950s 
and typhus earlier this century, the acquisition of the AIDS 
virus is linked to volitional sexual behaviors. 

3. Because of this volitional coaponent of sexual behavior, 
AIDS is potentially totally preventable. 

4. The biology of the AIDS virus is coaplex. The development of 
effective treatment of the disease or prevention of the 
disease through iaaunization is, at best estiaates, 5 to 10 
years avajs 

5. While abstinence froa sexual intercourse is the aost 
effective measure to prevent acquisition of the AIDS virus, 
over one half of 15-19 year olds are sexually active* Bv age 
19 years; over 70t of teenagers have becoae sexually active. 

6. The use of condoas is an effective/ prevention strategy 
against the transaission of the AIDS virus. Yet only 20% of 
15-19 year old girls state that they used condoms at last 
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intercourse. There are indications that even this low figure 
■ay overestisate the actual effectiveness of the condoa as a 
protective barrier against AIDS virus and other sexually 
transmitted diseases, since aost adolescents use them 
inconsistently* 

7. Sexually active teenagers have the highest rates of sexually 
transmitted diseases among heterosexuals of all age groups* 

8« Sexually transmitted diseases are the major health hazard of 
adolescents today. Yet health education interventions are 
either non-existent or woefully inadequate or inappropriate 
to effect l>ehavior change to prevent sexually transmitted 
diseases and their tragic sequellae of pelvic inflammatory 
disease, ectopic pregnancy and probably cancer of the cervix 
in vomen. .' 

9. The extent of sexual activity and sexually transmitted 

disease among our youth is, for the most part, unrecognized 
or ignored by youth themselves, their parents, their 
communities, and their doctors, as veil as by their local, 
state and national policy makers* 

10* Using the current prevalence data on sexually transmitted 
diseases to identify populations at risk for acquisition of 
the AIDS virus, sexually active adolescents become an 
important population to target intensive prevention 
programs now. 
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Discussion: 

To understand the possible inpact of the AIDS epidemic on 
adolescents, it is necessary to first comprehend the 
characteristica of the youth population to be targeted by future 



sexually transmitted diseases, including AIDS, among adolescents. 
There are currently over 35 million adolescents 10-19 years of 
age in the United States. By the 1990s, there will be an overall 
increase of 10%, with the greatest increases in population 
occuring in the West and Southwest. As many as half of our 
country's adolescents will belong to a minority group. Ethnic 
minorities, especially latino and asian youth, will account for 
the largest proportion of the increasing adolescent population. 
^ Demographics ? 

Ther« is an increasing trend towasrds poverty among urban - 
youth as well. B y the 1990s, 25% of all families with 
adolescents will be headed by a single parent with 90% of these 
households headed by females (1). In 1983, 38% of latino and 45% 
of black families lived below the poverty level. With the 
projected increases in single parent households, it is assumed 
that poverty will have a greater impact upon adolescents of the 
1990S than the youth of today. Thesr demographic changes will 
place more youth at risk for sexually transmitted disease (STD) 
infection in the near future since the links between STDS 
(including AIDS) and poverty, minority and younger age status, 
have been established (1-4). 



projects and the actual and projected scope of the problem of 
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Sexually Transaitted Diceases Aaong Adolescents ; 

It is estiaatad that aore than half of the 20 million STD 
cases reported yearly will occur in individuals under the age of 
25 years, and that one-fourth will be affected before graduating 
from high school (5,6). Recent research indicates that the rates 
of STDs aaong feaales are highest among adolescents and decline 
dramatically with increasing age (7-9). The evidence suggests 
that STDS are the aost pervasive, destructive emd costly 
coamunicable disease problem confronting adolescents today in the 
US. Premature sexual activity, in conjunction with ineffective 
methods of contraception (none or non-barrier), may place the 
adolescent at risk for STDS including AIDS. For example, more 
adolescents are engaging in sexual intercourse and are initiating 
this activity at younger acres tlian ten years ago. Fifty per cent 
of adolescents have initiated sexual intercourse by their 
sixteenth birthday and over 70% by their nineteenth birthday 
(10). Among sexually active adolescent girls aged 15-19 years, 
almost 2/3 of these girls use no or ineffective contraceptives, 
and less than 17% reported using a barrier contraceptive method 
at last intercourse (15% condoms, 3% diaphragms) (lo). It is 
these latter forms of contraceptives, the barrier methods, that 
can afford some protection against STDS, including AIDS (11). 

Sexually transmitted diseases including the seguellae of 
pelvic inflammatory disease are related to younger age (3,12). We 
have found that among sexually active adolescent girls 



ERIC 



' 53 



49 



approxiaately 15% are infected vith C. trachomatis and from 4% to 
more than 8% are infected vith W.qonorrhoeae (4,13). Other 
studies of adolescent girls suppoirt our findings (14,15). 
Although fev studies are available on adolescent boys, ve have 
isolated trachomatis from 8% and N.qonorrhoeae from 1% of 
asymptomatic heterosexual boys screened in teen clinics in San 
Francisco (16). In a study of urethritis in young men, iiicluding 
teenaged boys, attending an STD clinic, younger age was found to 
be related to the presence of C. trachomatis . 

We have also identified an association between ethnicity and 
the presence of STOS in adolescents: blac)c females were found to 
have the highest prevalence rates for C. trachomatis (23.3%), 
followed by latino girls (14.3%), and, finally, white girls 
(10.3%). Black iTemales were also more liJcely to have 
gonorrhoeae isolated from their endocervices as well (8%) compared 
to whites (2.1%) and latinos (1.4%) (13). Epidemiological data 
on the prevalence of STDS among blacJc youth support our results. 
The average age-adjusted gonorrhea rate in blacJc males aged 15*19 
years is approximately 15 times that for their white peers. The 
average age-ad jur*"*'! rate for gonorrhea for black females aged 
15-19 years is ten times greater than that for their white 
counterparts (8,9). Black females also have higher rates of 
pelvic inflammatory disease (PID) (17), primary and secondary 
syphil?is (18), and chlamydia (13,19), as well as an increased 
relative risk of death attributed^le to PID and syphilis as 
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co»pared to white femalee (i8). shafer et al has showed an 
increased prevalence of C.tracho»ati« a.ong latino females 
ccpared to white females (13). Blacks and latinos are over- 
represented among diagnosed cases of AIDS, especially pediatric 
AIDS (23). Thus, minority youth appear to be at greatest risk 
for the acquisition of STDs and development of sequellae 
including pid 
C. AIDS and Adolescents ; 

Adolescents (aged 13-19) currently represent less than one 
percent of all di.->gnosed cases of AIDS (n=142) in the US (20). 
Nevertheless, current adolescent sexual behavior, the prevalence 
Of STDS among adolescents and the strong link between IV drug use 
and HIV infection in adults suggest that the future rate of HIV 
transBission may far exceed its present rate in adolescents, 
especially among minority youth. The surgeoi Jeneral's Report 
stresses that adolescents, who are at the - , of exploring their 
sexuality and perhaps experimenting with drugs, must be taught 
about the risk behaviors that expose them to HIV virus (21). A 
study was recently undertaken to assess the needs of San 
Frano^sco high school students in order to develop an appropriate 
«K1 relevant AIDS curriculum in the Schools (22,23). Th« authors 
suggest that adolescents lack sufficient knowledge about the 
cause, transmission, and prevention of AIDS, particularly about 
the preventive measures to be taken during sexual intercourse 
(sexual practice and use of condo-s). of 6^8 students aged 14- 
18 years (mean age« 16 years), m „erc latino, 226 were black. 
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and 26X were white, 52% were sales. All students were given the 
AIDS Information Survey, a self-report questionnaire which 
included 30 items assessing a student's knowledge, attitudes and 
beliefs regarding AIDS. The results supported the hypothesis 
that adolescents lack adequate knowledge 2d>out the epidemiology 
of AIDS especially in relation to disease transmission, 
populations at risk, and their own personal risk, significant 
ethnic differences were identified in knowledge of AIDS, 
perceived risk of acquiring AIDS, and in the presence of 
misconceptions about the AIDS transmission through casual 
contact. Whites were found to be the most knowledgeable, and 
latinos the least knowledgeable, with black youth intermediate in 
their knowledge of the cause, transmission, and prevention of 
AIDS. Minority youth were approximately twice as likely as white 
youth to have misconceptions regarding acquisition of the virus 
through casual contact. Youth, especially minority youth, who had 
less knowledge and more misconceptions about casual transmission 
of the virus, were more likely to perceive themselves as more 
susceptibile to the virus than their more knowledgeable peers. 

Such findings have important implications in the development 
of an intervention for adolescents regarding AIDS as veil as 
other STDS: interventions must include content on knowledge, 
attitudes, and personal susceptibility to 3TDS and AIDS; all 
interventions must be sensitive to cultural needs as well; and 
such programs should provide immediate, sustained, and cost- 
effective intervention strategies. Adolescents are an important 
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group to target for such intervention prograas. it must be 
enphasized that the single most critical factor which nay place 
the typical adolescent at risk for acquisition of STDs including 
AIDS is sexua\ intercourse . Most individuals initiate their 
sexual activi::y during adolescence. Accurate Icnowledge about the 
epideniology of all sexually transmitted diseases, especially 
AIDS (sexual practices, condom use, IV drug use, etc.), and one's 
perceived susceptibility to STDs and the AIDS virus is lacking 
aaong high school students. All sexually transmitted diseases 
including AIDS are preventable, since prevention is the key 
"tool" regarding STDs in adolescents, it is imperative to design 
interventive programs which will affect change in 
knowledge/attitudes, beliefs and will prevent or modify behaviors 
which place tM adolescent at risk for all STDm. This becomes 
important in the adolescent population who are in the process of 
establishing "adult" health and behavior patterns. This is a 
period when youth may be particularly menable to change through 
intervention . 

Adolescent Riak«-Talcinq Behavior : 

Adolescence and young adulthood has been generally viewed as 
a time of optimal health. Yet, these 15-24 year olds are the 
only At rican whose high Mortality rate (96/100,000) has not 
declined between 1960-1980 (24). Seventy-five percent of these 
deaths are due to accidents, homicide and suicide (25,26). The 
major causes of Morbidity among adolescents include: substance 
use and abuse; Motor/recreational vehicle accidents with the 
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resultant injury and disability; and premature sexual activity 
(27<-'33). The negative consequences of premature sexual activity 
are veil documented by both the high prevalence of adolescent 
pregnancy (28) and the increase in sexually transmitted diseases 
(3,7«-9,13). The consequences of sexual activity may be even 
higher in girls who begin to engage in sexual intercourse early 
in adolescence. We found an association between earlier sexual 
debut and the isolation of C.trachomatis from adolescent girls 
(13). From the high prevalences of both STDs and pregnancy, it 
is possible to deduce that teenagers are engaging in premature 
sexual intercourse and underutilizing effective contraceptives 
including barrier contraceptives which protect the adolescent 
from both pregnancy and sexually transmitted diseases, especially 
AIDS*. Behaviors such as smoking cigarettes, drinking alcohol, 
and sngaging in prematurs sexual intercourse have been shown to- 
be interrelated (34-37) and share a common theme during 
adolescence: volitional risk-tzOcing behavior. Such volitional 
risk-taking behaviors occur across all socioeconomic groups and 
have their onset in early adolescence (34). Because of the 
volitional component of these risk behwiors, it is potentially 
possible to prevent or modify such behaviors through veil 
designed intervention strategies. 
SDKMARY OF NEEDS ASSSSSMENT 

Sexually transmitted diseases are a n morbidity of 
youth. Educating youth about STDs had been stated :a» a national 
priority before AIDS was recognized as a threat to the health of 



ERIC 



f>8 



54 



our nation. In 1980, the Public Health service published the 
docuMsnt, »'ProMoting HealtVPreventing Disease: Objectives for 
the Nation." This landmark document had as one of its core 
objectives that: "By 1990, ev*ry junior and senior high school 
•tudent in the US should receive accurate tinely education about 
•exually transmitted diseases" (58). with the recognition of AIDS 
in the heterosexual population in the us, sexually active 
adolescents have once again become a priority as goals and 
objectives for the management of AIDS in the US are established. 
In the policy document from the Institute of Medicine and 
National Academy of Sciences, "Confronting AIDS-Directions for 
Public Health, Health Care, and Research," recognition o*^ the 
importance of public education which focuses on behavior is 
highlighted. "Because HIV infection is transmitted by means of 
only a fev specific types of behavior, a prime goal of education 
mbout AIDS it to modify or eliminate such behaviors" (59). With 
these momentous national mandates at hand to ensure the health of 
our youth, ve propose to our policy makers the following: 
1. That an effective intervention should be developed to effect 
prevention, or risk reduction, regarding health behaviors 
which place adolescents at risk for STDS including AIDS. 
Such an intervention should be: 

A. Developed with a recognition of the nature of risk- 
taking behaviors in adolescence and the 
interrelationships among these behaviors; 

B. Able to be applied to large populations of youth 
(schools, clinics, etc.) in a cost efficient manner; 
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C« Individualized to account for differences in sexual 

experience, ethnic and cultural bacXgrounds, gender and 
age of the adolescent; 

D. Able to be readily transfe«.'able to other large groups 
of adolescents in other sections of the country; and 

E. Include, when feasible, a Measurable biological 
correlate to a sexual behavior. 

2. Th*t Congress take a leadership role in the recognition of 
the potential threat of AIDS to our youth and act to support 
programs which will decrease or eliminate this threat. 

3. That Congress develope with the Executive Branch a National 
AIDS Coninittee and perhaps a separate AIDS Institute which 
would develop national goals a^.d objectives for the 
prevention and treatnent of AIDS. This Committee/Institute 
would be responsible for the coordination of all national 
AIDS actiivities including the development of servije and 
research projects. It would oversee national monies budgeted 
for such AIDS projects. 

<. That Congress support a massive media campaign which 

includes the promotion of condoms among sexually active 
youth. 

5. That Congress assist in the development of ideal school and 
commiinity curricula for AIDS prevention which could be 
adopted and changed to meet an individual community's needs. 
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6. That congress recognize the need for financial support of 
school prograMS for AIDS especially in high HIV prevalence 
areas at a tine when school budgets have decreased and 
perceived community disapproval of sex educational school 
prograas has increased. 

7. That Congress recognize that specific subpopulations of 
adolescents including minority youth and youth in detention 
may be at particularly high risk for AIDS and therefore 
should be targeted for immediate and intensive intervention. 

8. That all policy makers recognize that AIDS is only one c f 
many health problems of youth that share a common theme: 
adolescent risk-taking behavior. The trend in health care 
planning for a^ute "emergencies" as well as for chronic 
problems is t^ support and develop»«it of programs from a 
categorical approach (AIDS prevention alone, for example). 
In contrast, health problems in youth are broadly based in 
risky behaviors which potentially could be approached in 
programs addressing these behaviors in unison. Early sexual 
activity is linked to alcohol and drug use and sexually 
transmitted diseases. Such a comprehensive approach would 
be cost beneficial and most likely produce the desired 
effect - to decrease high risk health behaviors in youth 
includi:vg behaviors placing our adolescents at risk for 
acquisition of the AIDS virus. 
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STATEMENT OF LOUIS M ALEDORT. M.D.. MOUNT SINAI SCHOOL 
OF MEDICINE, NEW YORK, NY v^nwui. 

commits''"''' ™«™b«rs of the 

I'd like to focus my attention on a high-risk group, the hemonhil 
m population. Hemophilia is a genetic, lifelong bSnrdSe^^^^^ 

blS;? hlT' ^'^^^^^ ^^^^ because ^ tShnoloS LS 

blood banking and human blood derivatives, and thesp hpvTLt^f 
possible the option for these patients to iS a^ormaUife An?o^^ 
goal was to make these people feel like eveiybod^se 

ab^toTuc^JuTiltrr'^"^'^^ 2i.7rSLs, we wer. 
fni fuii , integrate these people into society by decreas- 

ing their tune lost from work and school, decreasing hospSiS 
ve^^'stcea" ^""^^^"^ employment. Ou'r g°oaK^e 

mophiliacs in the United States, 0,oKre ad^SceiL T^^^^^^ 
■^f^'^T^' ^i?"^ ^f^ted with the fflV virS. TSeTKmV^he^l; 
^I^^rstfit'^ii^' ^ ~??hU^S 

we^M^5S"K 

tZtt P°P"/««o« are adoleS^nts, not the ^^e ^St we sel fo^ 
the total country and 77 were between the ages of 20 and 29 

Hemophilia adolescents are different. not only have a 

chronic disabling disease for which they need coSstent treatment 

s2l wteotnlt g^lteTitmjj 

t^h^tiZ^l^^'^^ '^"^ intercourse activities thS 2e engS 
in by these groups are very much at risk. "Kagea 

we are very concerned with the results of a recent survev nf n„r 
patient population. Despite a very active educatS campaiS S 

T^tr Hivrf^i'"*" '^"fT the. information quiKeWWei? 
risk tor HIV infection and how it is sexually transmitted) ^1 not 
cent do not engage in safe sex practices transmitted), 51 per- 

R-^^"'" '■!^^"\T^hich represents the New York, New Jersey Puer*/> 

hLTeseS fsSSs ptobleS. *his 
rhS^r^if wu*^" *® have to help them make a very difficult 

infection S J& ^^r'.?^," "^'^f ' that is acknowleK mV 
mtection to their potential sexual partner. 

J.nJ^l'S! ^^' ^ *he treaters, left with the responsibility of 
educating them. We agree with the Surgeon General that the onlv 
true safe sexual practice is abstinence, but as^fhl treaters we 

rSa?Sf;:LtotX*'^* ^"^'"^^ P-eniV?nte?S 
te^chig^SI^LTra?^^^^^^^ ^"'^ the 
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In order to help make these young people make the appropriate 
decision for themselves, we require skilled, professional personnel. 
We need to have adolescent specialists. We need to have sex educa- 
tors, and what has been left out of most of the discussion is the 
need for psychosocial support systems. , 

We also have to be available to our patients partner s who may 
b© Si't risk.* 

Our own New York downstate region have hired three such per- 
sons to aid us in the task of giving support to this group. We have 
hired an adolesceiit physician. We have hired a sex educator and a 
psychosocial team to work with the couple, spend time with the 
HIV at-risk person, as well as the sexual partneris). 

Appropriate personnel are hard to find, but it is much more ditti- 
cult to pay for them once you've found them. Reunbursenient m 
the medical setting for these services is almost nonexistent m 
either the public or private insurance sector and, as stated by one 
of the members of the committee, we have seen hardly any educa- 
tional funds trickle down to centers. I don t know where it s held 
up, but I think some of the committee may know where it s held v.p 

since we don't. i j * •„! 

If we can provide help for patients who are already at risk, pro- 
tect the non-infected (which is very important) or those who al- 
ready have HIV infection we will decrease the pool of HIV infected 
persons in society. The only way to truly decrease the incidence ot 
HIV in this society is to educate the educators, and provide tinan- 
cial support for them. 

Thanlr you very much. 

Chairman Miller. Thank jgu, Dr. Mark.__ _ 
[Prepared statement of Louis M. Aledort, M.D., follows:] 
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I am Dr. Louh M. A.edor.. Professor and Vice Chairman of .he Department of 
Medicine a. .he Mou... Sinai School of Medicine of .he Ci.y Universi.y of New YorK. I 
am .he pas. medical direc.or of .he Na.ional Hemophilia Founda.ion. , am curremly .he 
direcor of .he Moun. Sinai Hemophilia Cen.er. caring for approx.ma.ely 300 hemophiliacs 
and , Chair .he HHS region „ hemophilia diagnos.ic and .rea.men. cen.er proaram for 
New York. New Jersey, Puerto Rico, and .he Virgin Islands. 

Hemophilia is a gene.i. lifelong chronic disease, occurring almos. exclusively i„ 
males, requiring frepuen. human blood produc. replacemen. .o preven. bleeding and .o lead 
a Producive ,ife. Hemophil.acs now can have a normal lifespan, and .he majori.y of .he 
approximate 15 .o 18.000 such pa.ienB are under .he age of 30. 

In 1982. .he firs, hemophiliac developed AIDS. Two .hirds ( 67%) ar- sero-posi.ive 
for Human I.„munodeficie„cy Virus (HIV). Those using Fac.or VIII concen.ra.e .re 75% 
Posi.ive.. .hose .ing Pac.or IX conc.n.ra.e are 55% posi.ive; and those usi:. .ingle donor 
plasma products are 22% positive. 

AS Of April 6. 1987 .here were 327 pa.ien. diagno.H wi.h AIDS. 63 were under the 

reported cases have remained constant at about 3-. case, per quarter. These data make 
the hemophiha population probably the most infec. . of all risk groups. 

The problem of sero-positivity in the adolescent poses very specific and serious 
problems for these patient. Cognitive function evolves f.om the concrete thinking of a 
ch.ld .0 abs.rac. opera.ional .hough, of adul.hood. An early ado.escen. (age 12-17) may 
no. comprehend HIV .ransmission and "saf sex." 

Adolescent are risk .akers. and .end .o be irresponsible, as demons.ra.ed by non- 

compliance with medical advice. They need to Hp «^«. r . 

iney neeo to be one of the crowd." Sixty (6C%) 

percent of adolescents have sexual intercourse by ase 19 T..n. ko . 

age ly. Teens have more sexual 
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partners than adults. Greater than 60% of adolescents experience tongue kissing and are 
poor users of contracep/on - condoms are very unpopular. These figures are as true for 
hemophiliacs as for the general population. Therefore, thsse HIV positive youths have the 
potential lo expose an infinite number of other adolescent:. 

A hemophiliac, continually facing his chronic disease with its attendant painful 
bleeding episodes and joint destruction, now has an additional burden. He must decide 
whether to inform his sexual partner of the risks involved in sexual activity and intimate 
kissing (as HIV is in saliva) with someone who is HIV positive. In order to make the 
ai.'>ropriate choice, he requires professional assistance. 

Heal.h care providers are responsible for managing the hemophiliacs' health care, 
helping them to inlegrate in society, educate them about HIV infection, teach them about 
"safer sex" practices, and continue to be a support system for them. A recent survey at 
our center revealed that although 98% o." our responding hemophiliacs have acquired the 
majority of facts about the transmission of HIV, 51% do not practice "safer sex." 

Generally, the approach in counseling adolescents is to provide information, guidance, 
and support, but in a nondirective manner. The adolescent is encouraged to make his/her 
own decision as part of the maturing process and as it is moie likely to result in 
compliance. Similarly, a counseling goal of the chronically ill is to help them to not feel 
different from other adoiescents. 

The consequences of HIV transmission are so profound that an entirely diffe-f .t 
approach should be taken. Adolescents with hemophilia are different, they are infected 
with HIV. A directive, approach of counseling isolation is the safest one for the general 
public and least confusing to the ? "olescent. It is protective of them, both avoidmg 
stigmatization and guilt. Tnese young people can be offered the hope that, as they 
become older, a vaccine may be available which will enable them to form romantic 
relationships. 
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To accomplish this difficult and labor intensive task, there is a great need for 
financial support for appropriate personnel. Health educators knowledgeable about 
adolescents are needed to teach pati.nts about safer sex techniques. In addition, adequate 
psychosocial support systems are needed. Currently, most public and private insurers do 
not reimburse for these services. CDC and MCH have made available resources for a 
limited number of personnel to provide these services. This need exceeds the current 
level of funded personnel. It is imperative that these servces be provided on an ongoing 
basis and by appropriately trained professionals. 

AS only 10.000 adolescent hemophiliacs exist, it should be feasible to fund the 
necessary intensive counseling support these individuals will need to maintain their 
isolation and cope with the negative feelings engendered. Careful thought and planning 
Should begin immediately to develop this approach and anticipate the consequences. 

I thank you for the opportunity to testify. 
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STATEMENT OF VERNON H. MARK, M.D., F.A.C.S., HARVARD 
MEDICAL SCHOOL, CAMBRIDGE, MA 

Dr. Mark. Mr. Chairman, members, I would like to again give an 
overview from a slightly different perspective. I might also talk 
about my background. , i 

I was the pediatric neurosurgeon at the Massachusetts (jeneral 
Hospital for five years, and the head of neurosurgery at the Boston 
City Hospital for over 22 years. In that latter capacity, I had a 
great deal to do with the patients in the drug addict segment of the 
hospital because many of them were my patients in the pain clmic. 

The ruling principle that we have to have in looking at this prob- 
lem is one of compassion, and I think that has to be expressed m 

concrete terms. . r xi. • x- 

First of all I think we have to have compassion for the victiins 
and in the absence of a vaccine or a cure, we have to do somethmg 
to help out with their medical expenses, particularly those aspects 
of their medical expenses that are not covered by their present in- 
surance. We can't let people who are victims of this terrible 
malady go untreated or at least not getting the best possible treat- 
ment that they can have. ^ ^ xi. j 

And Fm going to make a suggestion also with regard to the drug 
addict population which may seem rather radical, and that is, I 
think that the drug addict population who are infected with the 
virus— Fm not talking about those who are uninfected— I think 
those who are infected with the virus ought to be given whatever 
drugs they need as often as they are required under medical super- 
vision, so that the injections are given by physicians and that there 
is enough surveillance to make certain that they don t go back out 
on the street or into the shootmg galleries to further spread this 
disease because, at the present time, we've heard a lot about the 
spreading of the disease into the heterosexual population from the 
bisexual community, but I think a much greater risk at present is 
the spread of this disease into the heterosexual population from 
the drug addict community. . r xi. i 

Now, we also, I think, have to have compassion for those people 
who are uninfected, those people who are in harm's way, and that 
certainly includes many young people in this country. 

Now, the problem, however, is that the magnitude of this ditti- 
culty is stUl under some disagreement. Congressman Coats quoted 
Dr. Jaffe's statement, the lead editorial in the New York Times, m- 
dicating that he thought that the risk for the ordinary person of 
contracting AIDS was zero, and that if this— when asked as to 
what his thought was as far as the future was concerned about the 
spread of this disease into the general population, he did not think 
it was going to occur. I may not be quoting him word for word, but 
I think Fve got the sense of his statement. And if that s true, why 
are we all sitting here this morning? It doesn't seem reasonable. 

I think that what we need more than anything else is accurate 
data that indicates how far this disease has spread and to what 
demographic segments of the society has spread and what the po- 
tential for this spread is. Unfortunately, we can't do that as we do 
with other diseases because there are no overt signs to the initial 
infection. 



IV 72 



68 



So, we have to do testing, and the kind of testing that I'm suj?- 
gestmg for population sample statistics can be anonymous, and it 
has to be repeated. 

The President has already initiated this as of about 12 or 14 days 
ago. It has to be done as rapidly as possible because, unless and 
until we get that information, we won't have a clear idea as to 
what we will have to do in order to respond to the epidemic 

On the one hand— I mean, there are two methods in the absence 
ot a cure, a vaccine, tnat we have of responding— on the one hand, 
we can use the educational methods that we're talking about and, 
second, we can resort to tpsting. 

But if we're going to resort to testing— and, incidentally, if we're 
going to do that, we have to require the same kind of confidential- 
ity with appropriate penalties that lawyers and clients have— but if 
we do that, we have to have the statistical basis for carrying that 
out, and that can only come from epidemiological probes or popula- 
tion sample statistics. 

Now, the rationale— and I think we ought to be very clear as to 
what we re saying if we're talking about widespread testing be- 
cause the rationale for this approach is to determine and identify 
those people who are infectious and prevent them from transmit- 
ting the disease and have accountability, that is. Usually, this can 
be done by education and counseling. 

It may not be necessary to do this, however. We don't know and 
we won t know until we get the results of population sample statis- 

Now, as far as the educational program is concerned, I must say 
that^lve found L.. Koops presentation a very sympathetic one, 
and 1 agree with much of what he had to say. 

I think that we have to learn to some extent from other public 
health problems that we ve had and try to determine what has 
been effective m curtailing or changing habits. 

And one of the campaigns that, in fact. Dr. Koop has been very 
lauch involved m is the change in smoking habits in the United 
Inere has been a reduction in smoking. And one of the 
chief forces which has produced that change in habit is the risk of 
getting lung cancer. It has been very clearly spelled out. People un- 
derstand that if they continue to smoke, that they may get lung 
cancer. 

The same thing has happened with a change in the American 

A our diet because of the risk of heart attacks. 

And 1 think that a similar approach has to be used, particularly 
m the group that are now sexually active; that they have to under- 
stand what the consequences of their behavior are; what's going to 
happen to them if they do become infected and if, in fact, this is, as 
very many of us think, a very serious and eminent problem. 

1 agree completely with the positive aspects of what Dr. Koop 
sugg^ted m terms of building a healthy, lasting, responsible rela- 
tionship between two people and that the-i would like to conclude 
by just raising some questions about the terminology that we have 
about safe sex and safer sex. 

u^fo^l^^^^'l ^ about safer sex. The question is: safer than 
what.' The only safe sex is abstinence. The next safe sex is the 
sexual intercourse between a monogamous, honest, uninfected 
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couple or between two people who were uninfected and, if we look 
a* people who are monogamous and have a long-term relationship 
that is faithful, they're relatively safe. 

But when we talk about the use of condoms, we re not talking 
about saf^r sex. We're talking about less dangerous sex. 

Now, the data about—just as Dr. Koop suggested, the dat^ about 
using condoms, and whether this is going to be effective or not is 
not so much dependent upon the integrity of the latex or other ma- 
terials used in the condoms, it is dependent upon how we can 
change human behavior. And the results of that are interesting. 

In a study in 1984 of 5,000 gay and bisexual men, after four coun- 
seling sessions, about half of that group refrained from anal inter- 
course, but in the remainder there were over two-thirds, in fact, 1 
think over 70 percent that continued to have unprotected anal 
sexual intercourse. 

In a similar study in Pittsburgh in 1986 of over 500 gay and bi- 
sexual men, 91 percent knew that anal sex was the most dangerous 
thing they could do. Over 90 percent knew in a questionnaire be- 
forehand that the use of condoms would prevent the transmission 
of AIDS. Of that group, 62 percent continued to have either all of 
the time or most of the time unprotected sexual intercourse, and 64 
percent were the recipients of unprotected intercourse. 

Now, another alarming statistic is that in that group, 35 percent 
were high on either alcohol or recreational drugs when and during 
the ti ne they were having sexual intercourse. And I think, in look- 
ing at any kind of educational program in the use of condoms, we 
have to look at the use of drugs and alcohol during intercourse be- 
cause I think that's going to have a major effect on compliance. 

Now, if these epidemiological tests tell us that we don t have an 
immediate problem, as Dr. Jaffe suggests, and if we ve got some 
time, then I think that we should put a tremendous stress on an 
educational program. . ^ , , . 

If the epidemiological probes show t\ at, in fact, we have a terri- 
ble problem, then I think we're going to have to look very closely 
at the root of extensive testing. Thank you. „ . ^ ^ ^ „ 

[Prepared statement of Vernon H. Mark, M.D., F.A.C.S., follows:] 
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Prepared Statement of Vernon H. Mark, M.D., F.A.C.S., Assocjate Professor of 
Surgery, Harvard Medical School, Director Emeritus, Neurosurgery, City 
Hospital, Member Neurological Staff, Massachusetts Gcneral Hospital. 
Cambridge, MA 

An Overview of the HIV Epidemic 



This testimony regarding the HIV Epidemic is divided mto two parts 
Part A, "A Prescription for the HIV Epidemic \ is a genera^ assessment of 
the problems and solutions for the HIV Epidemic Part "On Condoms and 
Aids is a summary statement about the utility of an Educational Program 
directed at children and adults to mstruct them m the efficient use of 
condoms 
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Part A 

A Prescription for the HIV Epidemic 

Any public policy formulated to limit the spread of the HIV epidemic 
i: the United States must be based on compassion for the infected victims 
This consideration is founded on practical as well as humamtarian 
grounds. At the present th-^e, many victims of this disease refuse to be 
tested because they feel that a positive *est will cost them their health 
insurance, their life insurance, their job and evan their domicile They are 
suspicious of promises of confidentiality that do not contain sigmficant 
penalties when this is breached Since the infected victims, particularly 
if untested and unwilling to change sexual or n3edle behavior, present a 
sU^lanliol risk to the uninfected population, some accomodation will 
have to be attempted This might include federal health Insurance or 
re-msuronce for those health problems related to the HIV infection and 
workman's compensation insurance for those people who lose their jobs 
because of discrimination on the basis of the HIV infection 

A policy of compassion must also devise a plan whereby the infected 
dnjg addict population can be treated so that they will not disseminate the 
disease further. One approach might be to quarantine their drug habit by 
giving them methadone or other narcotics under medical supervision. 
Public health authonties would monitor their drug activities to be sure 
that they do not transmit the virus. 
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But If the care and treatment of the infectied patients requires a 
sense of compasion, so too must we have concern for the millions of 

presently uninfected Amencans who are potential victims of HIV R, ,nt 
pronouncements by the Surgeon General regarding the improDability of an 
effective cure or even the development of a vaccine ,n the near future 
underscores tfi urgency of preventing the HIV infection from spreading 
into the general population. 

An initial step in the program of prevention - effective public 
education - has provoked so much controversy that doctors and public 
Officials seem confused and impotent. The debate surrounding public 
educat.cr. ntz pitted Secretary of Education William Bennett (who 
advocates abstinence until marriage and fidelity ever after) against 
Surgeon General Everett Koop ( who gives lip service to the abstinence and 
fidelity prescnption, but who more vocally emphasizes the use of condoms 
for those people who wish to remian promiscuous). He has also favored 
the widespread education of adults and children in the efficient use of 
ondoms 

While proper sex education may have some men!, an educational 
cc;;v5,gn alone - no matter how well-intentioned - is not going to stop 
the transmission and spread of HIV by teaching acults and children to use 
condoms There are three sources of information that support this 
contention. A) The first is from Dr. Margaret Fishl and Dr Gordon 
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Dickinson, published m the Februory 6 issue of the 'Journal cf the 
Americon Medical As< wviolion* in 1987, which indicates that condonns 
reduce but do not eliminate the transmission of HIV from m infected to 
an uninfected partner, even in a monogamous relationship. A further 
f ollowLp on Fischl's and Dickinson s patients indicates that the infection 
rate in the previously uninfected partner h:is increased, up to eighteen 
percent (Or. Dickinson). B) The results in casual sexual intercourse are 
much less encouraging In World War II, with sixteen million men under 
arms, condoms were widely distributed find available (Preventive Medicin? 
in world War IL volume v^, pages 196-204, ed. EC Hoff, 1960). There was a 
rise in the incidence of new cases of syphillis to a rate of over four 
hundred per hundraJ thousand of the population in 1945 (pi^tf P^per? of 
Sex, Mark and Marie, pages 27, 148, 1981). Compliance with the proper use 
of condoms was so poor that the armed forces introduced 'pro kits' and 
eventually, oral suifothiazole as a prophylaxis. C) Finally, nlthough safe 
sex techniques in the San Francisco gay commumty succeeded in reducing 
the incidence of rectal gonorrtiea by 7Z% between 1980 and 1984, 
seropositivity to HIV in the same group increased from 24X tc 68% in the 
same time period This was reported by Curran in -Sciem:e\ September 
27, 1985 on page 1356. These figures illustrate how difficult it is going 
to be to educate the general population in the pnjper use of condoms to 
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prevent 3 disease that initieUy ha? tj^^ptcri .v--:*- -erd^^^'^ 
Victims almost continuously infectious 

Secretory of Education William Bennett's solution to the problem of 
HIV transmission has a great deal of nent However, dunng the last 
twenty-five -jears, the sexual revc^uVcn g.nd the drug cu^tjre prc^ourdly 
affected the sexual mores cf the Umtec States population and it will be 
exceedingly difficult to char.ye human behavior qjickly enough to avoid a 
public health catastrophe Recongmzir ; this, Secretary Bennett has also 
colled for extensive testing 

There are some other steps that we can take to help contain this 
epidemic First, we must inUiate, as quickly as possible, a series cf 
epidemiological probes or studies utilizing population sample statistics to 
determine the extent that the HIV infection has penetrated the vanous 
demograohic secments of our societ- "^his will reqij\r^ antibody testmg 
and It can be dene anonymously Epi(3e.'^iclogical probes should probably 
be repeated every three to four months to help p^iuge how rapidly the 
disease is spreading and to determine ^f publiQ health measures are 
effective 

Secondly, we must increase the safety of our blocd supply Although 
some officials claim that our blood bank blood is 100% safe because of 
antibody testing, there is still a theoretical window of vulnerability, 
since a newly infected individual ma^ be infectious for a period o» two to 
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three months or more before antibody tests become positive Fortunotelg, 
most elements of blood - except for granulocytes - con be preserved by 
freezing techniques for at least a year and perhaps considerably longer 
Donors could then be retested at periods of six months or more tote 
certain that their antibody tests remained negative. A concentrated effort 
must also be made to oevelop an accurate antigen' test for HIV 

Finally, the centerpiece of any program to prevent the dissemination 
of an infectious disease has to first focu^ on the identification of the 
individuals who are infectious and then on a campaign to prevent the 
spread of the virus to the uninfected. The public policy debates on the 
most effective methods of carrying out widespread lesting range oil the 
wjg from voluntary testing - with ttnonymity of the infected individuals - 
to mandatory testing. All lesting would require that confidentiality be 
maintained to protect those who test positive. 

Depending upon the results of the repeated epidemiological probes, it 
may become apparent that mandatory testing will be necessary 
Republican Congressman Dan Burton of Indiana has already introduced 
legislation to require such testing of all citizens on an annual basis to be 
carried out by each state that wishes to continue the federal subsidy to 
its Medicaid program (HR 1709). Even if this were accomplished, we are 
still confronted with the difficult problem of making certain that 
individuals who knew they were infected did not transmit this disease by 
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sexual intercourse or the sharing of needles Congress/r^an Burton has 
advocated volon'.e-is.-r; as initial technique tc limit t-rsmissicn, with 
contact tracing cf infected individuals to determine ■.vr.&'.r.er arnot 
previously ide'.tif<ed infectious ir.ividual; had vic^ated t,^,-,r more; persie 
by engaging in dangerous Cenavicr 

Congressmar Surtcn's proposed legislation raises seme questions that 
a^e difficult to answer F:rst, who is ^oing to pay 'or '.r? proposed testing 
program? The cost will be substantial because of the significant 
incidence of false positive tests that will require retesting with the 
Western Blot Test and possibly virus cultures to be certain of the 
diagnosis Second, who is going to pay for the counseling of the patients 
with a confirmed infection? The onswer in both cases is most likely going 
to be the federal government But the cost to the infected individual,, 
especially ,f asymptomatic, is going to exceed in psychological and social 
terms any financial consideration Even if best efforts are expended tc be 
certain that confidentiality is preserved, tnere is a great danger that the 
civil rights of such a patient will be violated This raises the ultimate 
question - ,f a confirmed infection threatens to create such havoc m the 
life of the infected victim, with no immediate treatment for the carrier 
state 0.1 the honzon - why do testing at all? There are two answers to 
that question First, infected asymptomatic women who become pregnant 
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ore very likely to bear infected infants who will be symptomatic and will 
succumb to the disease within three years Second, if the majonty of 
sexually active asymptomatic but infected individuals are ignorant of 
their infection, how can they be expected to avoid behavior that will 
transmit the virus? 

There are no effective public health strategies for containing the HIV 
epidemic that Co not endanger some civil liberties. What we must do, to 
balance individual nghts against the public's right to escape the epidemic, 
is to determine what the compelling national interest is. And that answer 



show a rapidly spreading pandemic, then standard public health 
regulations must supersede other legal considerations. If we allow this 
infection to go unchecked, the cost in terms of human sufferring will be 
immense And the financial cost of caring for the many victims of the 
disease will make the cost of a testing program or other public health 
remedies seem trivial. 



w^ comd^ port from properly organized epidemiological probes. If these 
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Vernon H. Mark, MD , F.AC.S 
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Port B 



ON CONDOMS AND AIDS 



The futilUy of educating the public to use condoms as the pnmary tool to 
contain the HIV epidemic was revealed at the recent Washington D C. 
conference on AIDS This was illustrated in two studies of gay men - a 
group suppose':!iy most educable to changing their sexual hehav^or In one, 
e national study conducted on 4,955 gay men in 1984 showed that the us9 
of condoms doubled ever the course of the first four visits to the study 
center However over 66% of the 2500 men who still engaged in anal sex 
did not use condoms ond 4^% used nitnte inhalants to enhance their sp' ' 
pleasure. A second study of 503 gay and bisexual men done in 1986 showed 
that 9]% were aware that anal receptive sex was the nrjost risky sexual 
practice and 9055 knew that condoms could reduce the spread of AIDS Yet, 
62% stated that the^ never or hardly ever used a condom in insertive anal 
sex and 64^ said that their partners were guilty of the same dangerous 
behavior. Thirty-five percent of them were high on a'jcohol or recreational 
drugs during sexual intercourse and this may have contributed tc the lack 
of condom usage Nor was the American gay comiT'inity the only group to 
continue indulging in unsafe sex practices. The Bntish have reported very 
little change in high risk sexual intercourse even after a massive national 
educational campaign to promote the use of condoms And Amencan 
researchers treating hemophiliacs mfected with HIV '^qreed that a lack of 
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compliance in using cgp.ccti^ was their chier cor.cerr* tloui cllier,Yioe 
pnstine sexual practices in this largely moncgamcus cohort of patients 
The wife of one infected patient v^'as a nurse who t::^ cer^ ^ O'l 
Datier^ts ^9- t^e couple stni wouldn't use condor 

All this empnas^zes the vulneraoility of Dr Ev^-'-ett \ocp : plan to crionge 
American sexual hab.tc Dy a massive public educeticr :3r7-.paiq'. xi the 
efficient use of condoms Certainly, under the best ccjnditions, condoms 
may reduce put not eliminate the possible tfansrr.i!: :f the A.DS v^rus 
from an infected to an uninfected partner But eve-, gay cohorts 
who used safe sex techniques to reduce theinncidence of rectal goni^rrhes 
by 73% between 1960 and 1984 there was still a 25n? increass i- H!V 
infection over the same time period And trie heterosexual ccr.munity, 
involved in casual sex during World War II there was an even mere dismal 
record of condom utilization Sixteen million men were under arms 
Condoms were widp-iy available in ali post exchanges beginning in 1939 and 
were distnbuted to many service men free of charge The Army was 
forced to use other methods for controlling venereal disease suLh as "pro 
kits" of externally applied nr;edicne and prophylactic oral sulfathiazole 
And, in 1945, there was the largest increase in new c^:ses of syphilis (400 
per 100,000 in the populat.on) in the history of the United States 
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Clearly, the issua is not how often condoms break or leak, but whether 
men will always wear them and use them correctly when having sexual 
intercourse The answer is obvious - public education in the use of 
condoms is not gcinp to increase their u:<i to the extent that it will stop 
an HIV epidemic To Co this, m the absence of l cure or vaccine, we need 
three things. 

1) repeated epidemiological HIV testing to see how far and into which 
groups of the population that the HIV epidemic is spreading, 

2) confidential mandatory and repeated testing of the high risk groups - 
with contact tracing; 

3) accountability of those people who are foiulBto beTnfectious, to be 
certain that they don't pass the disease by sex oc needle sharing to the 
uninfected. 

Vernon 4. Mart:, M.D,F.ACS 

VHM/mn 
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High School Sex Education in the ERA of AIDS 



Some Public Health officials and legislators are 



concerned about the possibility of a serious outbreak of HIV 
among promiscuous teenagers in th%. United States. Liberal 
activists are united on a solution: expand sex education in 
the public schools. The curriculum would include classroom 
instruction in the efficient use of _w)ndoms and the concept 
of "safer sex." They have also embarked upon an ambitious 
plan to establish school-based health clinics which, in 
addition to providing students with medical services,, will 
dispense sdvice on family plannin*? matters that can involve 
anything from abortion services counseling to measuring young 
women for birth control devices. They can also hand out or 
prescribe the Pill. With AIDS becoming a problem,, officials 
now want to advise students on the forms of transmission of 
the disease aiid ways to avoid contamination. This me'^ical 
and sexual adjunct to traditional education is now seen as the 
best non judgmental ap roach whereby the fears of the young 
night be addressed. Advocates pride themselves on having 
produced a utilitarian, nonmoralistic - hence valueless - set 
of guidelines,, with which no one should seriously quarrel. 
To the-»r way of thinking, a frank discussion of HIV and jts 
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end result, AIDS,, should solve the problem for teenagers. 

This -solution' - if indeed it can be called that - 
will inevitably become part of the problem, it ig a fact, 
for example, that not all of these physicians,, scientists 
ar*i educators reel that childhood sexual activity is wrong. 
Indeed, according to recognized sex therapists, "prepubertal 
heterosexual play need not be discouraged since it car be a 
useful learning prelude... to adult sexual life." For some, 
the same is also said to be true of homosexual activity. And 
herein lies the seeds for cerious conflict: as AIDS oegan 
as a predominantly homosexual problem., any discussion of the 
disease sooner or later must in*"olve a discussion of homosexuality 
as a way of life. This cannot be done on value neutral 
territory. The question is,, whose values will prevail? 

Several recent studies of safe sex progr<4ms among 
homosexuals, presumably one of the most educable groups, has 
shown a substantial incidence of noncompliance m the use of 
condoms, and m one s\.udy m particular, there was a steep 
increase m HIV infections even though the incidence of rectal 
gonorrhea was lowered m the s .me group. The compliance m 
condom use has also been disappointing among infected hemo- 
philitcs and high-risk groups m England. There is no reason 
to believe that a sirilar campaign of condom instruction among 
high school students would be any more successful and it cannot 
be relied upon to stop an HIV epidemic. 
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Is there another educational solution to this problem? 
The answer, of course, is yes. but only if it addresses root 
causes Education, if it is to be effective beyond being a 
palliative,, cannot simply stress the dangers of an HIV 
epidemic, nor talk vaguely about being "discriminating" m 
choosing sexual partners. it rju-.t actually strive to change 
behavior that spreads the disease. An effective educational 
program must boldly challenge recreational sex; it must condemn 
promiscuity, and it must address the role drugs play, not just 
m being a route for needle transmission of AIDS, but ao a 
modifier of behavior by altering judgment and reason. One 
way of changing dangerous be'.javior is by instilling a healthy 
fear of its consequences m the minds of teenagers. This approach 
IS not unique. Campaigns to stop cigarette s^noking have 
used the fear of lung cancer,: and the fee of heart attacks has 
been used to alter the American diet. An educational prograr. 
that relies on fear alone, however,^ can only be partially 
effective, what teenagers need is positive reinforcement of a 
nornal value system with regard to sexuality. We must re- 
introduce traditional moral values into our school sex programs, 
values that are consistent with good public health. 



What do high school students ne^d to know? '"here are 
two themes that must be stressed. First, that abstinence before 
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marriaae is normal and second, that fidelity afterwards is 
expected. We must teach our children that the old openness 
about sex that is a kind of institutionalized exhibitionism,, 
IS a fraud. We must teach them the value of modescy and 
privacy. 

Opponents of traditional morality will not give up 
their leadership easily? they vill argue that this is a form 
of repression, a return to prudish Victorianism. They will 
claim that it is unreal xn this day and oge to ex. -t the young 
to deny their sexual urges. Their prograoi, however, has been 
a failure and it has led us to the brink of a public health 
catastrophe. We must now introduce to the young the concepcs 
of romantic love and the stages of responsible courtship. 

We have a clear choice: Do we want to waste our limited 
resources on a program of explicit and permissivr sex education 
in the high schools that will inevitably prove ineffective? 
Or do we dare take the innovative tack and chart a new courseV 
Have we the courage to teach youngsters that there arc n-oral 
and public wealth strictures regarding their sexuality? 

Finally, can this generation of adults, steeped m 
their own promiscuous culture, gain the coufidence of the 
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teenagers by setting their own *5xample of responsible 
conduct? 



Vernon H. Mark, H.D., F.A.C.S. 



Alexandra Mark,, Ph.D. 
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Chai'Tnan Miller. Dr. Hein. 

STATEMENPT OF KAREN HEIN, M.D., ALBERT EINSTEIN COLLEGE 
OF MEDICINE, BRONX, NY 

Chairman Miller. Welcome to the committee. 

Dr. Hein. Thank you. Mr. Chairman, Representatives, colleagues, 
my job today is to try to fUl you in on some of those facts that have 
been referred to. What Fd like to do is to try to give you an over- 
view of how adolescents differ from children and from adults vis-a- 
vis the AIDS epidemic. 

AIDS is a paradigm for many of the problems that adolescents 
face. Adolescents, like the gay community, and the IV drug abus- 
ers, are also a group that are discriminated against in this country. 
It's important for us then to understand where the differences lie 
among adolescents and between younger and older populations in 
order to design those programs that mil be most effective for this 
group that currently have a low rate of infection but, by the testi- 
monies you've heard, are considered to be high risk. They're at 
high risk because of normal developmental behavioral changes, 
psychological development and social development. 

What I'd like to do today is to divide the large group of adoles- 
cents into groups \/ho may be at differential risk, at higher versus 
lower risk, and to emphasize again some of what ^e know about 
adolescents and some of what we think about adolescents. 

In this epidemic, geography 's destiny in that it's not just a risky 
behavior that's needed, but it's the presence of the virus. And, so, 
as I share with you some of the statistics about adolescent cases, 
you'll see that the geographical setting of some adolescents puts 
them at much higher risk right now than others. 

What are the differences in cases of AIDS among children and 
adolescents? They are four in number. 

Firstly, children tend to die more quickly. Secondly, they often 
have need for foster and day care. Thirdly, the majority of AIDS 
cases under age 13 years are very young children— -80 percent are 
under the age of 3— and, fourthly, the time from diagnosis to 
death, the mean survival time, is much shorter than in adults. 

What are the differences between adolescents and adults? 

Firstly, there appear to be more Cc\ses of heterosexual transmis- 
sion in adolescents, I'll review local New York data to support this 
assertion. There are more asymptomatic cases—teenagers who are 
HIV infected but who are not sick — as compared to adults. This is 
due to the long latency period ^ the time during which a person is 
infected but not sick. 

Thirdly, there is a disproprrtionate percent of black and hispanic 
youth v/ho are infected, higher than among the adults and, fourthly, 
the rates of sexually transmitted diseases are highest in adoles- 
cents as compared to adults. This is particularly striking when the 
rates of VD are calculated percent of sexually active people, not 
just numbers of people in different age grou;>s. 

There are special legal and ethical issues when dealing with 
minors. Minority status, those under the age of majority, implica- 
tions for their ability to consent for testing; whether or no* parents 
should be involved in the decision lo be tested or in notification of 
results and in issues of; confidentiality of records. 

.92 
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There are four psychological differences hp een adolescents and 
adults. The first is the teenagers sense o* invulnerability; that 
nothing can happen to me that will be life-threatening. Secondly is 
their tendency to think rather concretely or to focus on the present 
as opposed to having the ability to think abstractly or in the future. 

Thirdly is the propensity to use denial as an important coping 
mechanism. When faced with an overwhelmingly unpletisant 
thought, they'd rather deny it. This accounts for some of the \een- 
agers who are pregnant who present in labor, denying their p.-eg- 
nancy to the last moment. 

And, fourthly, the importance of group or peer activities. We see 
this vis-a-vis the AIDS epidemic in a number of ways. First, the 
^Iioice of sexual partner. Teenagers— females— tend to have part- 
ners who are two to three years older than they. About half of the 
sexual partners of teenage females are 20 years or older; They may 
form a potential bridge between the adults who are infected and 
ado/escents. 

There's a lack of a unified community among adolescents to re- 
spond to the AIDS epidemic threat. Unlike the gay community, 
there are neither resources, personal nor financial or economic, to 
help bring the issues of adolescents to the floor; hence, the impor- 
tance of your ^our as an advocate for youth. 

Among the implications for their sexual patterns, again, we ve 
mentioned the difference between male and fem?Ale ages in part- 
ners. Other differences include use of contraceptives among teen- 
agers versus adults with much less use in adolescents. About half 
of adolescents use no contraceptives at first intercourse. Condom 
use is episodic and, even though now more condoms are being pur- 
chased, it's still questionable whether more are being used. 

Barriers to access for care that have existed befo'-e the AIDS epi- 
demic for teenagers continue to exist. They irciude payment and 
confidentiality. These are two of the major reasons why teenagers 
will not seek health care nor return for ongoing health care. 

Pregnancy ratt« remain high sinong adolescents and what's of 
most concern vis-a-vis the AIDS epidemic is that teenagers tend to 
have less prenatal care than adults, particularly within the first 
trimester when options for continuation of pregnancy if exposed to 
HIV infection would be a consideration. 

I'd now like to present a model, that I have developed to divide 
the 25 million adolescents between the ages of 13 and 19 into risk 
categories for acquisition of HIV infection, and then will end with 
some data about New York City. 

In the material that was prepared for you prior to the hearing, 
there is a model that has many circles on it like this— and Til be 
referring to it in my next remark. 

If we now think of this differential risk among all adolescents, 
obviously not all of them are infected now, nor are all of them at 
risk in 1987. Starting with the innermost circle we have teens that 
are at no risk at the moment, either because they live in a place 
where the virus isn't present or because they're not engaging in 
any of those behaviors which could infect them with the virus. 

In the next circle are the sexually active adolescents who may 
not be exposed to the virus at present. They are separated from 
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those at risk by the dotted line. They may move into the group at 
risk for infection at any time. 

And the outer circle, the largest in this model, but not necessari- 
ly largest in numbers of adolescents in the country, represents 
those teenagers who, right now, are at risk for acquisition and 
spread of HIV infection. 

The potential bridging groups between infected individuals and 
teenagers are eight in number. Four are showm by the large cicles. 
They include the adult IV drug abuser, the adult homosexual and 
bisexual individuals who are infected and the partners of both 
these groups. 

In addition, you can see that these circles dip down into the ado- 
lescent population. So, another four groups exist, including the 
teenage IV drag abuser and the teen homosexual or bisexual and 
their pai-tners. So, we see that there are eight potential bridging 
groups right now for extensio \ of infection into the adolescent pop- 
ulation. Once the virus is i itroduced, we know from patterns of 
spread of sexually transmitted diseases the sexual adventurer the 
teenager with multiple parents can be the reservoir of many other 
sex- ally transmitted diseases and that they, whether homosexual, 
bisexual or heterosexual, whether male or female, are likely to be 
the ones to spread the HIV virus most quickly to others. 

Fd like to now end with some facts that have been recently gath- 
ered \jy the Commissioner of Health in New York, Stephen Joseph, 
and myself, to highlight that this is a clear and present danger, not 
a theoretical or potential danger for the future. 

And to back what Fm about to say, we've just handed out to you 
two pieces of information that have not been shared publicly prior 
to today. 

l.ie first is a table summarizing the cases of AIDS in adolescents 
aged 12-21 years. These are not HI\'' infected individuals but, 
rather, cases of AIDS in New York City. There are only 79 in total 
through January 1987. 

What's fascinating about these 79 people, however, are the fol- 
lowing facts. First of all, the male-to-female ratio of AIDS cases in 
the country as a whole, is 13 males for every 1 female infected. In 
the military, 3 males to every 1 female. In New York City teen- 
agers between the ages of 12 and 21, the male-to-female ratio is 2.8 
to 1, very close to Africa where it's 1 to 1. 

The only - n military prevalence study that's been done includ- 
ing adolesceu. J was conducted in Kinshasa, Zaire, and reported by 
Quinn and colleagues. By dividing various age groups irto 5 year 
cohorts among women, the highest rate of HTV seropositivity, that 
is people with p/jsitive blood tests, was, the 15- to 19-year-old teen- 
age girls. If me icoks at the corresponding distribution for males, 
the group ':dth the highest prevalence was much older; again, 
pointing out that in Africa, as America, females tend to have 
older male partners. 

Coming back to New York, though we have a low ratio of 2.8 
malei to every female, the ethnic grouping, 65 percent black, 25 
perce it Hispanic, 20 percent white, this compared to the nation is 
just the n verse. In the nation as a whole, roughly 60 percent of 
cases are white. So, we see this heavy over-representation of minor- 
ity groups. 
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If we look at adults in New York as compared to teenagers in 
New York, the black population, again, is represented dispropor- 
tionately compared to adults. 

A^c^i^ ^^^^ percept of the babies who are born with 

AIDS have mothers who are teenagers ages 21 or less. Nationally, 
we don t have similar statistics because the CDC currently is not 
coUectmg information on age of mothers who bear infected babies. 
But, this does give us a hint that there are a substantial number of 
mtected adolescents who are well but are now bearing ill and dvine 
children. ^ ^ 

Last, the pie graph that was distributed summarizes the risk cat- 
egories for the adolescents cases of AIDS (ages 12 through 21) in 
New York City, 39 percent of the cases were in male homosexuals 
or oisexuals; 23 percent in IV drug abusers. Let's stop there and 
compare them to the nation. 

The percent of male homosexual and bisexual is only a little 
more than half of the nation as a whole (66%). Therefore AIDS 
cases m adolescents are less commonly associated with homosex- 
uality or bisexuality in New York City than in adults. Rather, the 
percent of IV drug abusers, 23 percent is higher than the Nation as 
a whole at 17 percent. 

The next category is of special note and concern to me and to 
you, and that is that the female partners of high-risk people ac- 
count for 13 percent among adolescents AIDS cases in New York 
compared to 2 percent among adults in New York and 4 percent in 
the Nation as a whole. This is further evidence of the importance 
of heterosexual transmission in adolescents. 

In addition you may remember that the IV drug abuser is often 
also sexually active and may be transmitting the virus through 
sexual intercourse, although they may be coded as IV drug abusers. 

The 13 percent who are blood-product recipients includes the 
teenaged hemophiliacs who developed AIDS. Once again, it is im- 
portant to remember that not all hemophiliacs are being tested. In 
our medical center, they are not being tested at all. 

Jta summary, there are important differences between adolescent 
AIDS cases m New York City and the adult cases in the Nation 
and between teenagers and adults: a higher percent of IV drug 
abusers, a smaller percent of homosexual and bisexual youths. The 
model however shows eight potential contact points where the 
virus may be entering the adolescent population. 

For each of the adolescent risk groups from those at no immedi- 
ate risk to those at imminent risk I will outline some of the issues. 

Referring to the c-)nc<;ptual concentric circle model, for the inner 
circle (those teenager^ nol al risk at the moment) they still are 
IV^i iSl ^ society where there is a great deal of concern about 
AIDb. They need to know how to function in such a society; how to 
avoid becoming the "worried welF' how to have normal develop- 
mental experiences, those that we now categorize as "casual con- 
tact which don't put them at risk. 

For the next circle, those who may not be exposed but are sexu- 
ally active, there are issues regarding Icnowing partners, about re- 
considering patterns of sexuality and the use of contraceptives in 
general and condoms in particular. 
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And most urgently, for that third circle of potentially exposed or 
infected teen^ers, geograph5 zan be destiny. Living in an inner- 
city in some of the mid-Atlantic states are areas of high viral prev- 
alence. For these teenagers, testing becomes an immediate concern. 
Appropriate testing means the need for age appropriate counseling, 
follow up and care in a health service geared to the special needs 
of teenagers. 

And here Td like to make an editorial remark that the only 
mandatory screening program in America that includes adolescents 
are the military, the Job Corps and the Peace Corps. The rates 
overall for the military were 1.5 per thousand. In the Bronx they 
were 1.6 per hundred. 

What happens to those young military recruits when they are de- 
termined to he HIV positive and excluded from the military? 
Where do they go and what happens to them? Currently there is 
no organized system for helping these young people. They are told 
to seek health care through their local health department or their 
local doctor. Most of these youth have no local doctor nor affili- 
ation with an appropriate health service within their local commu- 
nity. There is a pressing immediate need fo^ linking those rejected 
from the military. Job Corps, and or Peace Corps, wl h experts 
trained in counseling : :th and crisis management such as the 
network of Adolescent L^edicine Clinics. 

Other problems for the highest risk groups of teenagers include 
knowing the sero status of their partnei^. As testing becomes more 
widely available, this will become a possibility. They will need to 
be counseled about the appropriate use of barrier methods for 
those who remain sexually active and counseled about reconsider- 
ing patterns of sexual behavior. 

Decisions about continuing pregnancy, are urgent in those popu- 
lations of high viral prevalence such as New York and Newark 
and, lastly, there is the need for services that include counseling 
for crisis intervention for teenagers because being told that you're 
HIV positive is indeed a crisis for any age group but, particularly, 
for the adolescent whose psychological development alters the proc- 
essing and implications of this potentially devastating information. 

In conclusion, there are ethical and legal issues that would differ 
for adolescents. 

Do adolescents have the right as a minor — to paiticipate in 
screening if it were available? Do they have the right to refuse, 
such as the mandatory screening for the military. Job Corps or 
Peace Corps? If they are screened, do they have the right not to 
know the results, that is not to be told the results? Should they 
have access to anonymous testing? Currently, in New York City, 
there is no policy about minors. 

Should parents be involved in the decision to be tested? If the re- 
sults are positive, should parents be notified? If so, this would be 
quite different from policies in effect regarding other sexually 
transmitted diseases in most Ltates or where parental knowledge, 
or notification are specifically excluded. In most States, treatment 
as well as diagnosis, for manors with sexually transmitted diseases 
can be done without parental consent or knowledge. 

How can we inform immature minors abot:t the issues involved 
in testing and in being positive? What abouv the caces in which 



9&'^ 




92 



their partners are, thembelves, minors? Should case contacting of 
minors be pursued with cr vvithout parental movement? 

Do teenagers who experiment sexually as part of their normal 
growth anci development provide undue risk to their partners? 
How will we separate the issues of what's normal from what's de A- 
ant? 

What about the emancipated minor or the mature minor — two 
legal concepts, that are invoked for teenagers who are under the 
age of majority that sovern the right to consent to their own medi- 
cal care? 

Those are some of the ethical and legal issues to be addressed, I 
would hope that this hearing will be an impotus for more public 
debate of these issues and the importance of separating out adoles- 
cents from adults and children. 

In summary, the number of cases of AIDS in adolescence is 
small. The number of HIV infected adolescents is unknown. We 
need to disaggregate information from adults and from children in 
order to characterize the nature of the epidemic among adoles- 
cents. We need to look first at those epicenters where the virus is 
most prevalent, the mid-Atlantic states, Florida and the West 
Coast. 

Geography is destiny, at the moment. The location in which you 
live in this epidemic in 1987 is going to make a lot of difference. 
The long and variable latency of this virus from the time of infec- 
tion to illness, means that adolescents probably will generally 
appear well. They aren't going to fill our hospital beds. So, in talk- 
ing about the economic consequences of AIDS in adolescents, we're 
talking about the need for ambulatory service, for counseling, for 
outreach to community-based agencies and to schools. 

And, lastly, let's talk about the years of potential life loss: what 
could this epidemic mean, not to our young people today, but to our 
society in a decade or two. By not taking this opportunity to pre- 
vent the spread of the virus into the adolescent population, we take 
the risk of eliminating a very productive group of adults of our 
future. If we wait for proof of the spread to adolescents by massive 
numbers of AIDS cases, we will repeat the tragic experience in the 
gay community. We truly will then be treating a disaster rather 
than heading one off. Thank you. 

[Prepared statement of Karen Hein, M.D., follows:] 
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Prepared Statement of Karen Hein, M.D., Associate Professor of Pediatrics. 
Department of Pediatrics, Albert Einstein College Oi^ Medicine, Bronx, New 
York 

IMTRODUCTIOll 

The spread of the AIDS virus is receiving increasingly 
widespread attention in the medical and lay press. Attention, 
however, has been focused on affected adults and young children. 
There is currently a xow incidence of AIDS cases in the adolescen 
population under the age of 21. While adolescent sexual behavior 
is a comBon and controversial concern, we are only beginning to 
recognize the AIDS risk associated with this behavior. IiJ fact, 
exploring AIDS risk in adolescents forces us to focus on the 
special characteristics of this age group and the need for an 
interdisciplinary perspective. 

The premise of this report is that certain subgroups of 
adolescents form^ bridges fro» those adults currently infected to . 
larger group of adolescents. As the virus spreads froM the grcJps 
initially infected (ho»osexuals, blood product recipients, and IV 
drug abusers) to their partners and beyond, the risk-related 
behaviors of adolescents puts some teenagers directly in the path 
of the epidemic. In this epidemic, geography can be destiny. 

The Hjor differences between children, adolescents and 
adulte are highlighted. Specific biological, behavioral and 
social attributes of adolescents point to the need for a differen' 
approach to organizing educational interventions and health 
services for teenagers. 
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This approach should be based on a ooncsptual fraasvork vhlch 
establishes the relative risk aaong various adolescent subgrrupe. 
Even though the exact dimensions of each risk groups are unknown, 
there are specific issues for each subgroup of teenagers. The 
BOdel proposed on page 5 provides a systematic way of separating 
groups of teenagers for different types of interventions. 

AIDS BPIOBMIC UPDATB 

By reviewing the »ost recent data on the AIDS epidemic, the 
relationship between the actual and the potential situation 
everges. Although only 35,000 people have been diagnosed as 
having AIDS, 1.5 million are probably infected with HIV (Human 
Xnunodef iciency Virus) . In four years the number of AIDS cases 
is projected to increase by 900 percent. Uhile AIDS has been 
confined mainly to large coastal cities, there is evidence of 
geographical spread in that all states have now reported cases. 
AIDS cases are 93% sale, but wo»en, particularly young minority 
women, are increasingly expected to be carriers of the virus. 

Although the percentage of cases currently attributed to 
heterosexual transmission is small (4%), this group is increasing 
at a greater rate tham other categories. Evidence of more 
widespread heterosexual transmission is the male to female ratio. 
The overall ratio in the US is 13:1, but in the military it is 3:1 
and among New York city adolescent cases, 2.8:1. In one central 
African city where the male: female AIDS ratio is 1:1, teenage 
girls, 15-19 have the highest rates of seropositivity (positive 
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blood tests indicating presence of the virus) . Their most liKely 
route of infection is heterosexual contact with older men. This 
age difference is a pattern of behavior commonly reported by 
American adolescent females who tend to have male partners several 
years older. 

AIDS incidence in correctional facilities, and in the 
military point to a high and increasing presence of the virus 
among young adults, particularly blacks and Hispanics, Only two 
analyses of adolescent AIDS cases have been conducted. The 
Centers for Disease Control (CDC) analyzed 1159 cases between 11- 
24 years. The majority of cases were in the older age group, 17- 
24, so that extracting an accurate view of AIDS cases during the 
teenat^e years is di.fficult. * 

A very r^ tnt analysis in January 1987 of 79 cases 12-21 
years old in New York City is sore instructive. The majority were 
black and Hispanic maXes. A much lower percent were homo/bisexual 
C9\) as compared to adults (66V) while a higher percent were IV 
drug abusers (23%) or female partners of the«*» two groups (13%) . 
Only 10% of the New York City adolescent cases were transfusion 
recipients or hemophiliacs as compared to 80% of younger 
adolescent males in the rest of the nation. Ai'uthe.' indication of 
viral spread to adolescents is the fact that io% of the mothers of 
babies born with AIDS in New York City are young women under 21 
years of age. 

Although the total number of adolescent cases is small, 
nonetheless, the means of acquisition joints to a very different 
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pattern than is present in adultc or the nation as a whole. This 
•Merging pattern is particularly alarming because much of the 
publicity in the printed and electronic nedia has been geared to 
and has attracted the attention of middle and upper class white 
adults rather than inner-city minority youths. 

Two factors must make us particularly concerned about the 
incidence of "hidden" AIDS risk among adolescents: l) the low 
percent of AIDS cases in adolescents reflects the cumulative, not 
the current pattern of infection. Analysis of the most recent 
data from New iork City underscores the fact that heterosexual 
transmission among inner city minority youth is a clear and 
present danger, it is difficult to get an accurate Rense of HIV 
prevalence' in the adolescent population since few have been tested 
as yet; 2) asy^tomatic- HIV infection in auolescents is likely to 
present as illness (AIDS or ARC) in young adults, it is critical 
to focus on adolescents because the risk of an HIV infected 
teenager developing AIDS does not decrease over time, and the 
virus can be transmitted while the adolescent remains 
asymptomatic. 

A KULTZDISCIPLIHART PERSPBCTIVB 

There are many facets to the relationship of AIDS and 
adolescents. Therefore, a multidlsciplinary perspective is 
necessary. The closest parallel we have in the adolescent 
population is the incidence and prevalence of sexually transmitted 
disease, which, if examined, sends out a clear warning. National 
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data on sexually transsitted diseases can be sisleading if rates 
are calculated based upon overall population at a given age. For 
example, it appears that adolescents, particularly young 
adolescents females 10-14 years of age, have lower rates of 
gonorrhea than young adults. If, hovover, the rates are 
recalculated based only on the percentage of sexually active 
adolescents and adults in each age group, teenagers have the 
highest rates of all, twice as high as young adults in their 20's. 

These high rates may be related tc physiological risk 
factors. Differences in adolescent reproductive organ function 
and immunologic status due to changing levels of sex hormones may 
play a role in the increased acquisition and more rapid spread of 
some venereal diseases. 

Behavioral issuts include patterns of sexual behavior and 
drug-related behavior. Intravenous drug use or blood product 
transfusions are obv^uus risk factors. HIV is assumed to be spread 
by needles in the drug abusers or blood products in the people 
with hemophilia, but infected drug users are mainly young adult 
minority jien who are also sexually active, some with multiple 
partners. Similarly, many adolrscent hemophiliacs are sexually 
active and can transmit virus to their sexual partners. 

Sexual behavior has direct relevance for AIDS transmission. 
Important factors include the age at first intercourse, and 
patterns of intercourse, whether serially monogamous or sexually 
adventurous. Fin "11/ the use of contraceptives and the rate of 
teenage pregnancies are inpoitant factors. Adolescent females 
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tend to have intercourse with soaevhat older sales. Pregnant 
teenagers can transmit HIV infection to their children. 

Psyobological devAlopaent varies greatly during the 
adolescent years, but certain characteristics appear to be cob»od 
to the adolescent population, Teenagers tend to feel invulnerable 
making a future risk of AIDS appear remote. This is compounded by 
the tendency toward "concrete" rather than "abstract" thinking 
still prevalent among adolescents. Decisions are thus based on 
very tangible factors rather than on long term probabilities. 
Peer pressure as an immediate and important factor that can 
override abstract and distant risks. The tendency toward denial, 
shared by all age groups, may be exaggerated in adolescence. 

Ethical and legal considerations relate to testing, 
screening, informing partners and fcounselling are complex when 
dealing with adults. The principles and guidelines need 
modification when applied to minors. Some specific questions are 
raised La this report to highlight the unique circumstances for 
adolescents who are under the age of majority. 

Boonomic issues have been analyzed for adults with AIDS. 
However, the cost of identifying and caring for adolescents calls 
for a different type of analysis that goes beyond the direct costs 
of testing and patient care, out-patient and in-patient insurance 
coverage for adolescents, particularly those who are not in school 
who are from "working poor" families is problematic. The greatest 
demand will probably be for ambulatory care. The usual barriers 
keeping adolescents from obtaining care (payment, consent and 
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confidentiality) are particularly relevant in relation to HIV 
infection. In addition, the indirect costs to society related to 
services developed and to loss in productivity must be considered 

Adolescents spend XQost of their day tine in institutions 
organized for theM by adults. Political debates are currently 
raging about the appropriate rolt of youth serving institutions i 
altering behavior, offering health services or expanding sex 
education curricula. Adolescent views, beliefs and specific 
concerns eUbout AIDS have not been adequately polled or considered 
Institutions that have been involved in adolescent AIDS 
controversies include schools, federal programs i;>cluding the Job 
Corps and the Military, the media and court involvement in 
parental notification cases. 

OPTIONS POR ACTION 

Any action plan should be based on three assumptions: 
1) adolescents are a heterogeneous population socioeconoHically, 
culturally, and developmentally; 2) to be effective, prevention 
nust take place before widespread HIV infection in the adolescent 
population is detected by the presence of numerous cases of AIDS; 
and 3) interventions must both include and go beyond traditional 
institutions* 

The basic message in this report is recognition of the 
special needs and opportunities related to AIDS in adolescence. 
Thoughtful but quick ection is the goal. If we cannot determine 
and deter the AIDS risk for our adolescents now, we are likely t< 
face massive morbidity and mortality among our young adults in U 
near future. 
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Plgurt It Th« rapid spread of aios<. 



The Rapid 
Spread 
Of AIDS 

Before 1981. a total of 
only 73 cases of AIDS 
fiad been diaonosed 
in tfie United States. 
The cumulative total 
(shown in thousands] 
in this chart) had 
risen to 30.595 
at the end of 
1986 and is 
projected to 
rise to 270.000 
by the end 
of 1991. 
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Figure 2: AIDS cat«s are concentrated in high<-rie)c group,* 



AIDS Is Concentrated 
In High-Rlsk Groups 

Oistributkm of AIDS cases 
diagonsad in the U.S. to date 
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drug users 
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Wgurt 3, Appar.nt lncr.a.. in th. < 

In adolescent, •ni"^^'**"" gonorrhea 
(fro. Bell and Hein) 'o'"li'°i?n9 "<i"lt feaalM 
BooX Coapany. * Courtesy of McGraw-Hill 
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Figurt 4: Rates of gonorrhta axprattad a> nuabcr of casas 
par 100,000 of aexually axpariencad feaialea 
(from Bell and Heln).20 courtesy of McGraw-Hill 
Book Conpany. 



40001 




ERIC 



108 



104 



•e 5: HIV 8«roprevalence rates among 5099 healthy 

peraons by age In Kinshasa, Zaire, In age groups 
15-19 years and 20-29 year seroprevalence rates 
were significantly higher in voaen than »en. 
Adapted frr^^ Quinn 
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Figurt 6: Proportion of Black an4 Whita urban U.S. fasalas 
agad 1$ to 19 who vara aaxually axpariancad in 
1971, 1976 and 1979 froa Ball and Bain^^ adaptad 
froB Zalnick and Kantnar.^^ Courtaay of Alan 
Guttuchar Inatituta* 
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Tigurm 7: pcrctntagt of sexually axpariancad adolescents 
aged 7 to 19 years for three population* of 
tecnaged f^Mles (froa hein et. al).26 
Courtesy of C.V. Kosby Company. 
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Pigur« 8: Concaptual fraatworX for xmdtrstaiiding turn 

potential «xpan»ion of HIV infaction into the 
adoX«Bc«nt populaticn. 
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-TABLE- 



Heported cases of AIDS in 
Adolescents, HYC, January 1987 



Age group 

under 18: 10 
18 - 21: 69 

Male: Female » 2.8: 1.0 

Racial/EUmic group: 

Blaclc 43 ( 55) 

Hispanic 20 < 25) 

Wliite 16 ( 20) 

79 (100) 

Klslc behavior: 





_N 




Male homosexual 


31 


(39) 


IV drug user 


18 


(23) 


Female sex partner of 


10 


(13) 


male in risk group 






Blood product exposure 


10 


(13) 


Other 


10 


(13) 




79 





Location: 

Broolclyn: 33%; Manhattan: 2Ati Bronx: 23%. 




ADOLESCENT 
RISK BEHAVIOR CATEGORIES 
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MALE HOMOSEXUAL 



^ IV DRUG ABUSER 



FEMALE PARTNER 
BLOOD PRODUCT 
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Chairman Miller. Thank you. That was pretty powerful testimo- 
ny. 

Dr. Hein, if I take your testimony, and I combine it with a por- 
tion of Dr. Shafer s testimony on the demographics of this popula- 
tion m terms of the trends toward poverty among urban youth, the 
makeup of their families and their ethnic baclqgrounds; and you 
t^e your 8 contact points— all of which exist in and around the 
adolescent community— and then to make things more interesting, 
1 think of Dr. Shafer s or even Dr. Koop's, testimony that we have 
roughly 60 percent of the teens who are now sexually active, they 
we re talking about a real growth industry here or, certainly, the 
potential for real growth in this population. 

You used the term "bridges" to this population and the notion, I 
think a few months ago or a few years ago, you thought by age 
they would have been isolated from the prospects of the disease In 
fact, what you now find is that age makes them more vulnerable to 
this disease. 

And according to the testimony here— we're watching the clock 
moving. As Congresswoman Boxer said, it's kind of like being in 
San Francisco in 1982-1983, when you started picking up bits and 
pieces about what was going on and what the medical community . 
was thinkmg or not thinking; you appear to have that very same 
potential m the teenage population. And it's not that they have to 
engage— and this word may be controversial— in deviant behavior. 
They have to engage in being normal adolescent children who ex- 
periment with their sexuality or with their total environment, 
whatever that is, whether it's alcohol, drugs, what have you. 
Ihere s always been a certain percentage. We like to think it didn't 
happen m our generation. Qearly, it did. We only have to think for 
two minutes, or our grandparents. It's always been there. 

bo, just the normal behavior and changes and experimentation 
that teenagers go through starts to increase their vulnerability to 
the AIDS disease dramatically. Is that a fair statement? 

Dr. Hein. It is indeed, and I think that we have much to learn 
from the past. We do not have to repeat not only the past experi- 
^an%. epidemic but, let's go back to the 1960's and 

ly /U s to see what we can learn from the heroin epidemic. 

Chairman Miller. I hope we learned something from. them. 
Lome on, that s my generation; help us. 

Dr. Hein. In the materials that were sent to you there is a graph 
that traces substance abuse patterns among youngsteis who were 
inrrn^^^^'^^^^^ ^^^^^ ^^^^ 1960's all the way through the 

1970 s you can see that. There's one kind of drug responsible for 
the peak in the early 1970's and that rise in total drug use. That 
was the use of opiates, largely heroin. 

In the late 1960's and early 1970's, the newspapers and the mag- 
azines of the time, focused all the attention on young adults. The 
extension downward into adolesence was missed. 

And yet, during that same time period, you can see there was a 
dramatic nse in cases of hepatitis, in deaths from overdose, in 
coma, in need for detoxification and in overdose reaction. All of 
th^ medical sequelae of the heroin epidemic were happening but 
had to be documented, first in the medical literature and then in 
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hearings just like these before the general population appreciated 
the effects of heroin on teenagers not just adults. 

The only other time that I was part of a hearing was to prepare 
testimony on this phenomenon 15 years ago. And it seems that 
that's the way it goes in our society: problems are only addressed 
when they reach ejctremes, among adults and among children, and 
then only later do we address the special needs of adolescents. 

Chairman Miller. V/ell, I think, combining that with the fact 
that, certainly, in tWs committee we've listened to erough testimo- 
ny over the last four or five years with regard to simply how ado- 
lescents mirror the rest of the society— I mean, we've sat here for 
hours and hours and heard about adolescent pregnancy, drug use, 
alcoholism, mental health. It's not an isolated group of people. 
They take on those characteriiitics almost in the same dispropor- 
tionate fashion that you say the potential is here in terms of what 
you've monitored in adolescent AIDS patients in New York. 

But, two things, if I might, and I ask this generally of the panel. 
It seems to me that the biggest enemy here of teenagers is igno- 
rance. 

Dr. Hein. I'll answer very quickly, and then turn the micro- 
phone. It's a combination. The transmission of facts actually turns 
out to not be so difficult, and we can see that teenagers are begin- 
ning to get the gist; that it's a virus, and it's transmitted this way 
or that. That's not the issut* as much as the linking the advocacy 
for them to provide and open up for them avenues of dialogue with 
not just their parents, but with their communities, with their 
teachers, with their physicians and with those agencies that are 
there to help them. 

So, it's breaking down not just the taboos about talking about sex 
because teenagers don't have so much trouble about that. It's the 
adults around them who are responsible for transmitting this infor- 
mation and teaching them. It s reducing the barriers, bringing 
their level of knowledge out, and then working with them and get- 
ting ideas from them about how they would like to learn about this 
epidemic and change their behavior. 

Chairman Miller. The other one was, it seemed in Dr. Koop's 
testimony, to suggest that this sexually active group of adolescents 
was the target group after you dealt with preadolescents. 

If it's 60 percent of the adolescent population, it sounds to me 
like a very, very large number, and it sounds to me like that's a bit 
of a luxury to suggest that this is going to be an afterthought. 

It seems to me that we really don't get to afford the picking and 
choosing of whether we're going to deal with 9, 10, ll-year-olds or 
12, 13, 14 and 15-year-olds; that they're going to have to be dealt 
with simultaneously. 

Dr. Hein. Actually, the average age of first intercourse in New 
York City among the population in the juvenile detention center 
was 12 years. In the group home residents we interviewed 14 was 
the average age of firjt intercourse at a time when the rest of the 
nation was around 16, 17 years of age for sexual initiation among 
females. 

Your 60 percent for the nation, again, if you look at urban fe- 
males, black urban females, 1982 data, 82 percent had intercourse 
by 19. 
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So, I think you're right, but I believe that the Surgeon General s 
remarks were really geared to the education. You dont want to 
wait too long to talk about it. But in terms of where the virus is 
going to be first, it's in that older age group, not in, obviously, the 
§ to 10-year-olds. 

Dr. Aledort. I think what's important in your comments about 
education is that we really have a dichotomy here. The education 
can be made available. It can be absorbed. It can't be mtegrated 
because it's in direct conflict with normal growth and development. 
That's what's been happening to these people and what they re ex- 
periencing. , , 

But I think it's important to xmderscore the fact that people can 
alter behavior if they're given an opportunity to discuss and be 
open about it, but I think it's folly to think that we should spend 
our enei^es now on the pre-adolescent as the magor J;hrust of edu- 
cation, and that we have this lai^e group out there, either in one 
or many of these circles, that need-to be dealt with now. 

But, I don't think that money alone is the issue. We reahy have 
to have expertise. I don't think there's enough expertise out there 
right now to deal with all the sex education and counseling 

Chairman Miller. Well, I'm concerned too that it's easier politi- 
cally to deal with the notion that you're talking to an insulated 
group that hasn't thought about sex or hasn't engaged in sexual ac- 
tivity and, so, you can kind of, you know, keep everything up here 
instead of going into a school. But if you look at the population, 
and you quickly calculate that 60 or 50 or 40 percent of them are 
already sexually active, you have to deal with that on a realistic 
basis. And then you start to get a little tongue-tied. You start to 
stammer. I mean, adults have a hell of a problem with all of these 

words. , , . xu- 

And it seems to me that I'm just womed that we re movmg this 
thing in one direction because it's easier to do when, if we looked 
at your testimony, and if it's accurate, the suggestion is quite cor- 
rectly that these are the people— we keep talking about targetmg 
and testing and targeting. Dr. Koop said, well, he'd rather the liter- 
ature be sent to New York than to Wyoming. You start to sugge^ 
a target population here, but I've watched this in school-based 
health clinics. Before, we thought that maybe they could help us m 
AIDS and all of the issues you raise about consent and whether a 
teenager— do you want to go home and try a message on your par- 
ents? Tell them you're going to get an AIDS test. That will help 
out at the dinner table. You know, we're worried about them just 
saying whether they can go to a school-based clinic or in the vicini- 
ty of the school. , 1.. r -J 
I think that with these issue?, we're still into a little bit of avoid- 
ance as policymakers about this population. I mean, adolescents 
scare the hell out of most policymakers because they dont adapt 
too well to our model for what they should be doing, God bless 
them. 

Dr. Aledort. They don't vote. 

Chairman Miller. Well, whatever they don t— but, I m womed 
that that's taking place. I don't know that that's it, but I just sense 
that it's almost easier— in one of Dr. Koop's interviews it talked 
about— and I agree with him— the kindergarten, 3rd and 4th 
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grader, and how we're going to present this and how we're going to 
work this all out; and then by the time they're teenagers, they'll 
have a basis, and I agree with that. 

But if this population is as you suggest it is and as Dr. Shafer 
suggests it is, you have a great potential here to have ignorance 
infect a great number of the population. We've seen what went on 
in the gay community with education and how it's changed behav- 
ior and how we think we're seeing a diminution of high risk activi- 
ties. But in this group, you have people whose ordinary patterns of 
life start to expose them. And if they're ignorant about the conse- 
quences of that, they have a great potential to expose the rest of 
their peers. 

Dr. Shafer. I'd just like to comment on that from several fronts. 

One thing is I think we have the data, and I also think that, po- 
tentially, we have the expertise. The data, I think, was what, basi- 
cally, I tried to summarize; that we know that sexually transmitted 
diseases are out there; they're essentially epidemic in adolescents, 
and it's just a disaster waiting to happen as far as AIDS is con- 
cerned. 

We know that as far as behavioral change, traditional education 
has never been shown— information giving has never been shown 
to change behavior. Using death as an example of how to change 
your behavior, again, developmentally doe&n't make sense for kick. 
Watching a cowboy running around on a horse with a lui^ ma- 
chine doesn't necessarily relate to a teenage girl who's trying to 
look sophisticated at a party with a cigarette in her hand. And of 
all the populations, among teenage girls, smoking has increased. 
That's exactly where the media has pressed to make it happen, and 
it has happened. 

So, I think that if we looked at how the media changes behaviors, 
we could learn a few things. And one of the issues that we have to 
address is the fact that there are two populations we're dealing 
with. There is the at-risk population, and there is the population 
currently not at risk— they are the children, the younger children. 
And as I mentioned, 30 percent of middle school students in San 
Francisco have already had sex at least once. So, we're dealing 
with 11 to 14 year-olds. 

We have the potential and the time to develop a program for 
first grade that's integrated. First we start talking about how you 
get colds, infections, things like that. We don't have to start tallung 
about anal intercourse in first grade. I don't think that's necessary 
except in areas where molestation and sexual abuse is high. For 
the average young childhood population, then, you would explain 
how you get a cold, how do you take care of it, and how do you 
avoid it. You gradually work up then toward adolescence where 
risk behaviors become more relevant. Adolescents have more of a 
mental capacity and experience to understand more complex rela- 
tionships between disease cause and effect. 

I also think it's naive to think that a one-shot education program 
of any sort is going to work. The only thing that seems to work is 
you have to use intense indepth programs and the main messages 
must be repeated. We should have the educational program that 
would be developmentally oriented from the first grade onward. 
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We have the <ixpertise, actually, in that area. It can be done. 
There are man> barriers that I don't even want to begin to talk 
about at this moment. 

The second group are the adolescents that are potentially or cur- 
rently sexually active, and I think that group, we can play around 
with for another few years. We can watch the statistics go up and 
so forth. Adolescents are not gay men. Adolescents are not sophisti- 
cated. They do not have future oriented thinking. They do not have 
a highly /isible support group. They do not receive peer support for 
responsible behavior. They don't have newspapers that say, ''this is 
how you get AIDS and we hed better close down the bath houses". 
Adolescents are different. To think that you can use the education- 
al model of the very sophisticated, wealthy group of educated men 
to try to deal with adolescents in an urban setting, I think, is very, 
naive. 

So, education for adolescents then, if I had all the money in the 
world to do it now, I think we have to hit hard and heavy on every 
front. I don't think we can sit and wait and depend oa testing to 
control the AIDS spread. I think we should do anonymous testing 
as we go along, but I don't think we can wait the 5 to 10 years to 
develop an ideal intervention education plan for adolescents. There 
will be HIV infections by then. I think we should develop within 
the schools some kind of an integrated program involved with par- 
ents when possible. I think that we should do media blitze on AIDS 
and preventive measures. I think that in every way and creative 
way that we have, there are roinds across the country. We could 
get together 10 people right now, and within a week, if you locked 
them in a room, could probably come up with a pretty good pro- 
gram, including media, education and so forth. No one is willing to 
do this yet. No one wants to really commit themselves to such pro- 
gram development because some people are upset and are offended 
by certain things, such as talking about anal intercourse, talking 
about a health issue — there are so many emotional issues in- 
volved—around sexuality and teenagers. People don't like teen- 
agers. I'm sorry, but they don't. Perhaps, this is because these 
adults have never resolved a lot of adolescent issues themselves. 
Maybe it is because most of the policymakers and physicians cur- 
rently have teenagers in their homes that they're dealing with on a 
day-t<vday basis (who just cracked the car up and so forth). 

Chairman Miller. We could tell them all to go to their rooms. 

Dr. Shafer. Yes, maybe your kids have a room to go to and have 
a parent to tell them to go to their rooms. Many don't. 

So, I think, basically, we're dealing with not only two different 
populations of teenagers, we have a real dichotomy for risk in our 
own population of people in need versus people that can sit down 
and nave the time and the expertise to deal on a one to one and 
care and love their children. 

One of my teachers, during my medical training, told me prob- 
ably that one of the best ways to eliminate sexually transmitt3d 
diseases and adolescent pregnancy and so forth is to reinstitute the 
yearbook. You may think that's a little facetious, but we no longer 
value our youth. We don't give them any reason to continue to live 
and be productive. If you look at why kids are having sex, they are 
sexually active because some or many parts of their lives are not 
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fulfilling or goal oriented. They're looking for friendship. They're 
looking for intimacy. They're looking for recognition that "fm im- 
portant as a person and I make a difference and that you care for 
me the way I am, no matter how I am". They're "checking out" 
things, too. There's that number, but it's actually a smaller 
number than you think, and actually checking out bodies, as we 
call it. Many kids have sex once because it's such a big deal in the 
media, and they go, boy, was that a bore, and then they don't have 
sex for a number of years. We shouldn't all assume that sexual ac- 
tivity one time necessarily means a variety of things. 

The other thing I just wanted to mention about condom use, and 
there was someone that brought up condom use for kids, is that it 
is true that condoms are the primary thing that kids use, if they're 
going to use anything. 

However, they tend to have no instruction about their use. Most 
adults don't even know how to use condoms correctly, as a matter 
of fact. Adolescents are rarely given instruction on how to use 
them. Adolescents use them inconsistently. 

Adolescents are different. I think that there is expertise in the 
country to address adolescents and AIDS. If people are willing— 
they may not be AIDS— or STD experts, but there are many will- 
ing educators. There are many interested families. There are many 
physicians who are willing and able to assist in the development of 
AIDS prevention and intervention for adolescents. 

Mr. C!oATS. I want to thank all the panel for their contribution. I 
think it's been a very worthwhile experience for all of us. 

Dr. Shafer, you and I are both parents of what you described as 
"budding adolescents." What advice do we give to our daughters 
right now? 

Dr. Shafer. I think of us as parents that can do this. I think now 
what I'd do with my own daughter is that she already has asked 
about sexuality, and we talked about intimacy, normal relation- 
ships, loving people, what sex means, when people have it 

Mr. Coats. Okay, but when we get to the subject of AIDS, what 
do we tell them? 

Dr. Shafer. Okay. I think that— I've talked a little bit about 
AIDS with her, and what I tell her is that it is an infection, and I 
tell her how you get it, and I told her basically how you don't get 
it. 

I have not at her age — I must say, she is now 10— gone in so 
much around the gay piece of the disease because, for her, that's 
not in her personal realm right now. So, I've dealt more with — 
that's the message I give to my daughter at age 10. 

The message I m basically telling kids that I deal with, hundreds 
of kids every week in clinics, may be different than when I'm deal- 
ing with a 10-year-old. I do tell her about AIDS. 

Mr. C!0ATS. Okay. What are we telling the 13-year-olds, those that 
are 

Dr. Shafer. Okay. What I tell 13-year-olds depends upon their 
previous medical history. It would be nice to deal with prevention 
of AIDS all along but, say, someone who has not dealt at all with 
this, is we talk about how you get it; again, much more factually. 

In other wonls, now we talk about anal intercourse when appro- 
priate. I would talk about that with a 13-year-old. 
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Mr. Coats. But, don't we have an obligation to tell not only our 
children, but those we counsel with and those that we have the op- 
iwrtunity to give the message to that AIDS is a deadly disease and, 
If contracted, the odds are pretty good that you're going to die at 
some point, and that the very best way to avoid thai is lol>e absti- 
nent, number one? Don't we have an obligation to tell them thaf? 

Dr. Shafer. Right. I do think we do. As a matter of fact, the one 
message I give whenever I'm counseling adolescents, no flatter 
what age they are, is the best form of contraception is not having 
sex, and then go from there. 

But, the problem with the business of talking about fear of death 
is that you re assuming that the 13.year-old has an adult concept of 
death; that if I engage in an action now at age 13 that at age 20 or 
age ^5 1 m going to be dead from a disease. We know that adoles- 
A^T^ V 1^^^ ^^^^ ^^^^ ^^^^^^ concept. You can tell them about 
AlDb linked to death and they can verbalize it back to you, but it 
is not incorporated into a meaningful change in behavior at that 
age. 

Mr. Coats. Well, I understand that, but don't we run a tremen- 
dous risk if we— because we don't think that they're going to grasp 
that-avoid talking about that? 6 s v ^r^p 

Dr. Shafer. No. I think we should talk about it and I do, but I'm 
not sure that that is necessarily the vehicle that's going to be most 
effective. 

Mr. Coats. One of the problems I have with the school involve- 
ment in terms of dispensing of contraceptives— and you discussed 
this, about the school wasn't allowed to do it out of the front office, 
but everybody knew there was a teacher down the hall that was— 
doesn t that send our children a conflicting message because don't 
we then run the risk of not being able to deliver them that mes- 
sage which tells our children how they can ensure that they will 
not come down with the AIDS virus? 

Dr. Shafer. It would depend on how you do it. The most effective 
way, again, would be to incorporate into a program, as Dr. Koop 
was talking about, community, family and schools together, so the 
adolescents are getting constant reinforcement from different 
angles. 

Mr. Coats. And delivering the message in the order that Dr. 
Koop suggested? 

Dr. Shafer. Yes. I think abstinence is not a bad thing to talk 
about. If you have a way— and I would .like to know— if you have a 
way of ensuring abstinence, I would certainly like to know about it 
because I know of no way of successfully teaching it. 

Mr. Coats. None of us have a way of ensuring it. I just think we 
all ought to be searching for a way to deliver the message. I think 
we have an obligation. I'm not talking about from a moral stand- 
point here. I m talking about from a public health standpoint, to 
make sure that our young people get the message that abstinence 
is, from a public health standpoint, the only sure way they can 
avoid AIDS. 

Dr. Shafer. I agree with you. I do. It's part of our repertoire. 

Mr. Coats. Dr. Hein, you stated twice in your testimony that it's 
where you live that's going to determine— and maybe I misunder- 
stood this— It s really not where you live; it's your form of behav- 
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ior. It so happens that in certain areas of the country, certain 
forms of behavior are more prevalent than in others, and that form 
of behavior subjects people to higher risk categories or higher inci- 
dence of AIDS. Fm sure that's what you meant to say, but I didn't 
want to leave the message that just because you happen to live in 
San Francisco, you have a higher chance of— higher risk of getting 
AIDS. You don't unless you practice certain forms of behavior; isn't 
that correct? 

Dr. Hein. What I meant to say is what I said. Let me make sure 
it was understood. It does matter where you live because if there 
isn't virus around, anal intercourse or vaginal intercourse or IV 
drug abuse isn't going to give you AIDS. So, it does very much 
matter that these practices occur in the presence of the virus. 

And there is no question that the prevalence of the viras differs 
enormously from one location to another within the USA. In 
Brooklyn and the Bronx and Newark and Jersey City and Florida 
and parts of California, there's no question that the virus has a 
higher prevalence than in other parts of the country judging from 
the number of AIDS cases reported from these areas. 

Mr. Coats. But, we don't want to leave the message that anal 
intercourse is okay in Bismarck, North Dakota, but it's not in New 
York, do we? 

Dr. Hein. No. That's 

Mr. Coats. But, isn't that the result of what you're saying? 
Dr, Hein. No. 

Mr. Coats. I apologize if I misunderstood vou. I just thought that 
the message of where you live really wasn t the message that we 
want to give people. 

Dr. Hein. The message is think of it as little bombs that have 
been dropped, and the effects of those bombs 

Mr. Coats. What we don't know is where those hidden land 
mines are and, since they may as well be in Bismarck— I don't 
mean to pick on North Dakota— or some day be in Bismarck as in 
New York City, we really don't want to be leaving the thought 
with people that anal intercourse outside of San Francisco, New 
York and a couple of other large population centers is going to in- 
sulate you from the risk of AIDS. 

Dr. Hein. No. It's your phrase, "At this time," and that's the 
point that— you see, what we're tr3dng to do, what all of us are 
trying to do today is to not deal with the country as a whole or all 
of adolescents. What we're trsdng to do is differentiate: Where is 
there a greater risk? Where do we need to concentrate our initial 
effort? 

And what I'm sajdng is that if we want to go— not to teach kids 
about what's risky and what's not, but go after where the virus is 
most likely to reach adolescents, first it is in those areas where the 
virus is most prevalent. 

Mr. Coats. On the question when the Chairman asked about 
what did we learn, I think you raised the question of what did we 
learn from the heroine epidemic in the 60s. I would think the 
answer that we learned is that heroine causes death; that it can 
cause immediate death through overdose. It can cause prolonged 
death through addiction, and aren't we faced with somewhat the 
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same situation here? Isn't part of the lesson that's transferred from 
that to this AIDS epidemic that AIDS can cause death? 

Dr. Hein. That is certainly the message that many adults picked 
up and, as Mary-Ann pointed out, the threat of death* turns out to 
not be the one that often will get the adolescent's attention. 

Rather, if you look at those drug statistics, when the tough 
Rockefeller drug laws came in to effect in New York Qty, the 
heroin use rate had already fallen way off among adolescents. It 
wasn't the threat of death so much as the fact that young people 
saw their friends getting sick, becoming isolated and withdrawn 
and being nonfunctional in ways that really affected them. 

It's my belief that some of the teenagers cense of invulnerability, 
a normal part of adolescent de/olorment, may be altered as young 
people actually know other pe^ who have become ill with AIDS. 
Dying is only one part of the h rror of any fatal illness for teen- 
agers. For an adolescent, the isolation of being sick often is a more 
powerful force than the threat of death. 

Mr. Coats. One thing I'm concerned abou"" is leaving the implica- 
tion that if once an adolescent, pre-teen or adolescent, has engaged 
in sexual activity, that we institute a different form of education 
process for those people than those that haven't. I don't think Dr. 
Koop meant to leave that message, and I'm not sure any of you 
meant to leave that. * 

We're not baying, are we, that just because young people have 
engaged in sexual activity one or more times that, therefore, the 
message, abstain from sex, begin to live an abstinent lifestyle, is a 
worthless message. But, I'm not sure I heard that But I thought 
that maybe I picked some of that sort of message up, and I'm just 
wondering what your reaction to that is. 

Dr. Aledort. I think what you really heard was that you have to 
do it differently. The same messages have to be given differently to 
different groups, and that is— that's very important; that you C€ai 
say the same thing, get the same message, but you can't say it ex- 
actly the same way. 

For instance, it is true that in adolescents the death issue be- 
comes much less of an issue than, say, teaching adults, but the re- 
wnsibility to your sexual parti. ^ and peer might become more 
important in non-monogamous relationships than they are in mon- 
ogamous relationships. 

One of the things we're always fascinated with is the high 
number of people who are married who are HIV positive whose 
sexual partners agree and consent to continue sexual activity with- 
out safe sex practices. These are monogamous relationships where 
one partner has the virus. It's because of the commitment to one 
another that they're willing to go through anything for each other; 
whereas, an adolescent might very well respond differently when 
you talk about responsibility to that sexual partner. It's a very dif- 
ferent way of presenting the data, yet you might come up with the 
same position. 

Mr. Coats. But, we wouldn't want to forego the educational proc- 
ess of informing young people, even though they were engaged in 
sexual activity, that abstinence is the best means of preventing the 
spread of the disease? 
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Dr. Aledoet. Oh, I don't think that—that would be then elimi- 
nating the facts. I think the most important thin| with adolescents 
is be nonest. They do respond to the information in an honest fash- 
ion rather than a non-honest fashion. 

Mr. Coats. Tve learned that when the Chairman leans forward, 
it's time for me to stop asking questions. 

Chairman Miller. Congressman Rowland. 

Mr. RowLA- .D. Thank you, Mr. Chairman. 

I believe you stated the number of AIDS cases in adolescents are 
relatively low at this period of time, but we don't know how many 
may be seropositive at this time. 

We have no reason to suspect now that anyone who is seroposi- 
tive doesn't have a 100 percent chance of getting AIDS. We don't 
know that that's not true; that it's going to go in that direction. 

So, I get a feeling in listening to all of you that you're very 
uneasy about what's going to be happening to the adolescents and 
teenagers in the coming years. People are usually influenced and 
affected by what immediately is before them, and if a person is 
walking around that's healthy and feels good and has no symptoms 
of any disease, it's awfully hard to get them to understand what 
the problem is. 

And in that respect, I think that the population in general is also 
in a situation of very great danger because there are manv people 
who are out there who are seropositive who are feeling perfectly all 
right, and you feel uneai^ from that standpoint also. 

Let me ask you this. Do you feel comfortable as a medical com- 
munity about the policies that we have in our country right now in 
addressing this? Are you uneasy about what we are doing? Do you 
feel very satisfied, somewhat satisfied, somewhat unsatisfied or 
very dissatisfied with what the policies are in our Federal govern- 
ment and in our State government at this time in addressing this 
problem? 

Dr. Hein. If you are referring to policies that specifically touch 
upon the lives of youth that's the basis of this hearing. I think I 
could comment on that. 

It does appear that the rates of HIV positive personnel in the 
military, have declined slightly. This trend could be good interpretr 
ed as news because it means that something is happening, educa- 
tion, perhaps. Alternatively it could mean that people at greatest 
risk are not going into the military to avoid being tested. And it is 
my belief that it's the latter. 

Now, I think we can learn from this policy, to do mandatory 
screening of a relatively healthy population in order to pick up the 
HIV positive people, and look at the result. The results have been 
twofold. 

One, mandatory screening may well deter a lot of young people 
from going into the military who might otherwise. Secondly, the 
outcasts from the process are not being handled in a way that as a 
country we can feel proud that our first mandatory testing proce- 
dure for teenagers has gone well because it just hasn't. These 
young people are just cast out with no link to follow-up counseling 
or care. 

So, I would say ihat the policy as applied at this moment leaves 
me very dissatisfied. 
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Dr. Aledort. I think I would concur with the problem of being 
dissatisfied with policy, but I think many of you questioned very 
seriously the education poliw/, and I think we are relying too 
strongly on abstinence, rather than recognizing that the youth are 
participatmg in sexual activity. We have to have a bi-pronged ap- 
proach in education, and we cannot only take one approach. 

And I would think that the lack of support and available sources 
IS a very serious policy problem. 

In terms of mandatory testing, the real issues are that studies 
are not yet in as to whether or not knowing your HIV status will 
change behavior. There are a few published papers that show it 
won t. In fact, there are some published papers that show that once 
people know their status, they take more risks. Some, in fact, have 
increased their number of sexual encounters. 

In our own population, we have taken the attitude that they are 
all at risk ^d are probably carrying virus. We educate them all to 
behave as if they could infect somebody else. That's a very impor- 
tant piece that has to be underscored. 

Dr. SnAFFE. I was going to make a comment also to your ques- 
tion r^arding education just briefly. 

In San Francisco, again, where we think we have a rather liberal 
community, it is very difficult, actually, to access the school system 
to provide adequate appropriate education because we're not al- 
lowed to mdividually ask an adolescent, for example, are you sexu- 
ally active. And unless we can talk about sexual activity and what 
It is on a personal basis, there's probably little chance that we can 
effect any change in sexual behavior. 

So, the barriers found within the schools and the community, fre- 
guentiy only a few individuals within schools and community make 
It difficult or impossible to implement meaningful AIDS preven-- 
tion. 

Chairman Miller. I'm going to have to just interrupt you here 
We re gomg to go vote, and we'll come right back, and if you can 
stay with us, we d appreciate it. 

Mr. Rowland. Let me just ask this one question as we are leav- 
ing. 

Would you almost say that, nationally, we have a non-policv at 
this point? ^ 

Dr. Shafer. Yes, absolutely. As a matter of fact, a negative 
policy. ^ 
[Recess.] 

Chairman Miller. The committee will come to order, and we 
will continue with the questioning of Congressman Packard and 
then Congresswoman Boxer. 

Mr. Packard. Thank you. Thank you very much, Mr. Chairman. 

I, too, have been very interested in your testimonv. It has been 
very well presented and very thought-provoking. It's obvious that 
we re faced vsath some very complex decisions. One which we've 
danced around today in your testimony but not really been either 
willing or able to address, is the question of reportability, testing, 
identifying, et cetera. 

After all that we can do in education and in prevention, we still 
have an epidemic on our hands or certainly a potential epidemic, 
and it seems to me unconscionable that wf limit our efforts to re- 
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search for a cure or for prevention measures or educational meas- 
ures without addressing seriously a policy relative to testing, iden- 
tifying and reportabiUty. That's going to be a major problem for 
those of us. I don't have a position at this point, and I need some 
help. Tm sure all of us are going to be looking for all kinds of help 
from the professionals, as well as a variety of groups, as to what 
kind of a policy this country ought to have in this area of testing 
and identitying and reportability. 

Td like to ask you. Dr. Mark, and others that may wish: to re- 
spond, what is the current policy in hospitals and agencies that 
deal with health problems r^arding testing, reportabili^ and 
identification of sexually transmitted diseases others than AIDS? 

Dr. Mark. Well, Fd like, if I could, to go dire<;tly to HIV because 
this— in Massachusetts v/e have a policy in which testing cannot be 
done unless the patiert's consent is first given. 

And we faced a problem about three weeks ago of a young man 
who came in to our service in a coma with obvious encephalitis. 
Now, we didn't know whether he had a vims called CMV or wheth- 
er he had the HIV infection. It was important to differentiate that 
because this treatment with AZT, as you probably know, is quite 
effective, at least initially, for this kind ot pneumonia, the PCP 
pneumonia. 

However, it is also very effective for the brain disease associated 
with HIV infection. It has produced some dramatic changes for us 
in some of these patients. 

So, there was a real question as to whether we could get this di- 
agnosis, and we coulAi't because the patient was unconscious, and 
there was no way that we could get consent to take a test to find 
out whether the patient had this disease or not. 

So, in comparison to the situation of the practice of medicine in 
the 1940s, things are quite different today. But, I think that there 
is a real importance to the test that President F agan has ordered; 
namely, the epidemiological probe, to find out precisely what the 
urgency of the various methods are. 

If, in fact, • e are facing a catastrophic situation— and I'm not 
suggesting that that has occurred. I'm just saying that this is the 
pessimistic possibility of this epidemiological probe — if that's the 
case, then I don't think that any kind of educational method is 
going to work rapidly enough to make any real difference in terms 
of the spread of this disease. And we're going to have to go to the 
rigorous testing, identification and reporting and contact tracing to 
make certain that our educational efforts are directed to the indi- 
vidual who is infectious to make sure that they do not engage in 
activity which is going to spread this disease, and if they will not 
conform, then other measures will have to be taken to safeguard 
those people who are potentially— are now uninfected but can be 
potentially infected by such an individual. 

Dr. AuEDORT. I think it's important to remember that there is a 
large window during which someone who is infected with the HIV 
virus tests negative. When you open the box of testing people and 
then programming education purely on test results, you nave to 
recognize that a certain percent that tested negative are truly posi- 
tive and v/ill not convert to positive until six months from the time 
you see them; that when you're negative, it doesn't mean that to- 
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morrow you might not be exposed to something that will make you 
|)o^itive m six months. This presents a tremendous logistical prob- 

In terms of looking at a cohort of people to find out how much 
• IS in the patient population, we have been doing that now 
since Apnl of 85 m the blood banking industry by constantly test- 
ing blood donors, and we have good numbers and statistics. 

So, we know that it's there. It's there in healthy people who con- 
sider themselves not at risk. 

Mr. Packard. There's no debate, I believe, about the fact that 
the testmg, what limited testing has been done, is not as reliable as 
it perhaps ought to be. 

Dr. Mark. Could I speak to that specific point? 

Mr. Packaju). Certainly, but let me complete my comment first. 

But, that doesn't mean that we can't improve as we get deeper 
mto the testing process to where it can become much more reliable 
and where there are also follow-up measures to those tests that are 
questionable. 

I think we're talking now more about an ethical, legal question 
more than we are about the physical process of doing so. 

But, now let n?e refer to you, and then I'll come back to you. 

Dr. Mark. Certainly, there may be a 2 to 3-month period be- 
tween the tune of infection and seroconversion, and in some cases 
It s gone as long as 23 months; however, in Bavaria where they did 
widespread antigen testing— we are talking about the other test, 
the antibody test, which takes 2 to 3 months before the body pro- 
duces these signals which allow us to know that the body has been 
infected. 

Bv the antigen, v/e're talking about something which is related 
to the virus itself. And using antigen tests, they are able to get evi- 
dence of mfection as early as two weeks after the individual has 
been mfected. 

And in Bavaria, doing 30,000 tests, they found that not one 
person who had a positive antibody test— excuse me— not one 
person who had a positive antigen test did not also have a positive 
antibody test. 

So, in other words, the positive antibody test was a very good in- 
dication of those people who were infected. 

And the mavens there in Bavaria settled down and tried to 
figure this out, and they found that in order to do enough antigen 
testing to make it worthwhile to pick out those people that would 
have not been detected by the antibody tost, that they would have 
had to test the entire population of Germany, and that for each 
positive test, they would have been charged something like 30 mil- 
lion dollars. 

Mr. Packard. Dr. Hein. 

Dr. Hein. Yes. I'd like to return to the point of these hearings, 
which IS really to discuss the adolescent. 
Mr. Packard. I'm aware of that. 

Dr. Hein. So, perhaps what we need to do is put the question of 
testing or screening in the context of the adolescent. We have some 
guidelines for how health care in general or sexually transmitted 
diseases specifically have been handled in the past. We mieht use 
as guidelines. ^ 
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Firstly, once a teenager has reached the age of majority, 18 
years, they can consent for their own medical care. And it's gener- 
ally thought that with that consent goes along with any other kind 
of consent: their ability to consent for testing, to agree to testing 
and so forth. So, the main problem is policy for m' lors, those 
under the age of 18 years. 

It differs state by state, as to the kinds of medical care minors 
can get without parental consent. There are large categories of 
teenagers who are excluded from parental consent requirements. 
These usually include emancipated minors, those who are in the 
military, have borne a child, including a minor who has been preg- 
nant, whatever age. Emancipation is legally defined and usually 
ailso means that the individual is living independently and contribut- 
ing economically to his or her own upkeep. 

The more recent legal doctrine is that of the "mature minor". In 
deciding issues of consent, the physician assesses whether or not 
the person has the ability to imderstand the nature and conse- 
quences of the treatment. If so, the "mature minor" can give in- 
formed consent for care. 

Regarding sexually transmitted diseases, not only New York 
State, but I believe in all States, a young person can be diagnosed 
and treated for a venereal disease without parental consent or 
knowledge. 

In what way is the AIDS virus different? I think that all of us 
would agree that, because of its deadly potential that informing 
minors of positive test results has immediate consequences for the 
person, such as they might need more support than they could give 
themselves or their friends could give them. 

Mr. Packard. What are your responsibilities, medical people, in 
either learning hospitals or in your own offices, what is your re- 
sponsibility in terms of reporting venereal diseases? 

Dr. Hein. It again depends state to state, but there is a differen- 
tiation made between a sexually transmitted disease and a commu- 
nicable disease, and there are different reporting requirements. 

As an example, for a communicable disease — you have to report 
in New York State, the person's name and their address. For a sex- 
ually transmitted disease, there are other reporting requirements 
for statistical and case contacting purposes. Also, the access to the 
medical record by outside agencies may differ if it's a sexually 
transmitted or communicable disease. 

In two States, which I believe are Colorado and California, there 
are specific laws that address the issues of confidentiality of the 
medical records for HIV infected person but in most others it's now 
being debated whether AIDS will be designated as a sexually trans- 
mitted, communicable disease or neither. New York State has so 
far refrained from either desi^ation. 

Mr. Packard. Dr. Shafer, ; jd you have a comment? 

Dr. Shafer. Yes. What I wanted to comment on is the policy is 
irregular. It's not consistent, and it's often not logical. Basically, 
gonorrhea is reportable. A reportable disease means we have to 
report it to your local agency. Part of the problem that someone 
mentioned earlier about the followup and contact tracing along 
with reportable diseases is that the most common sexually trans- 
mitted disease, which is Chlamydia, Isn't even reportable. This is 
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mainly because of the lack of money to support the contact tracing, 
iso. It s a l^al and political issue, not a health issue. 
^ bo. our responsibility currently, taken on not because of the law, 
IS wtienever we identify a sexually transmitted disease, no matter 
what It IS, we take on the responsibility to then go out and contact 

n^7^^ ^ address one thing about the testing issue? Is that possible 

Regarding mandatory testing, especially with adolescents, I am 
concerned about adolescents, especially with high-risk groups 
within adolescents, such as IV drug abusers and street youth. 
There is current evidence that among risk groups like this, if you 
require and mandate testing, that may backfire in that these 
poups that you want to reach with the counseling which, as a 
long-range goal, is to^ntially change behaviors, and if you iden- 
tity and mandate and laentify them as positive and say that if you 
come to this chnic to get any kind of care, you're going to have to 
get a blood test, or on entry to this hospital, you have to have a 
test. It may backfire and they v.'on't enter the jystem and get that 
really m-depth counselmg that's required. So, that ha o trken 
into account. «-vcii 

Dr. Aledort. In New York— to answer the question about report- 
ability-we report AIDS both to the CDC and to the New York 
State Health Department. 

Mr. Packard. By choice or by requirement? 
vi^" P^F- Actually, it's by choice to the CDC, and to New 
York City its required, but I don't think there's anything that 
would happen to you if you didn't legally. I don't think it's a legal 
coMtramt, but they have made a strong mandate for us to do it 

But, our big issue is that we have no legal support to inform the 
sexual partners or contacts of those who are HIV positive, or who 
have AH^. And our own region has taken a position to set own 
^^I^^/ ^ Jl^^rP^*^^".* to let us disclose their being 

^.^iW positively, we will tell sexual partners that 

W«k fn ^ n f*f^ **?f y ^'■^ ^th somebody who is at 

»* t^or HIV. But, legally, we can be sued either way. 

oJ^^Fji^^^u permission, let me make just one short 

w and then conclude with this item. 

We may— and I won't ask the question that I was going to ask— 
^ I^^'^u^ ^ policvmakers to look at AIDS even a 
little bit differently than we do other sexually transmitted diseases 
because we re not talking in the same category: one being a very 
UM®." i®®**"" question, the other we have treatments and we have 
abilities to control. 

nr'^l^Z^°\ some really difficult, tough decisions to make in terms 
of policy relative to this whole question of reportability and testing 
and, obviously we'll be looking to the medical community for some 
very important thmgs. You have some personal decisions to make 
prw^ur^ as to what you're going to ask on your 
health torms and on disclosure statements that you ask from pa- 
nr J ""^ y**" e^e"" accept them as patients. 

rights, each of us have rights, protective rights for 
confidentiality, for privacy, et cetera, but also my children and I 
have nghts, and all of us have rights not to get a disease that is 
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death-threatening either. And how to balance those variety of 
rights out and establish a policy that is workable, that will control 
the epidemic and, at the same time, respect people and their per- 
sonal privacies and rights, is going to be a very difficult process. 

Thank you, Mr. Cha&man. 

Chairman MnxER. Mrs. Boxer. 

Mrs. Boxer. Thanks, Mr. Chairman. 

I feel the same sense of discomfort as my colleague does. WeVe 
sitting here, we're hearing testimony from experts who are telling 
us that we are going to see an explosion of this in the teenage pop- 
ulation. You're hinting at it. Your charts frighten me. 

You know, you think back to the typhoid Mary sort of situation 
where people are walking around infecting other people but, yet, if 
you test those people, can you change their behavior even sifter 
they know. 

I am at a loss in my own mind. On the one hand, it seems to me 
irresponsible for members of Congress not to know that this is 
indeed going to be an explosion. I sat through the San Francisco 
example, and it was a very long time in coming before we realized 
what we were into. Oh, a few people had it there, isolated and so 
on. 

And here we are, as Congressman P^er has pointed out, it is a 
('eja vu, and adolescents that we're focusing on seem to be the next 
high-risk group. 

And, yet, we're walking into it kind of with blinders on because 
we're afraid to go into the testing arena. It has some horrible im- 
plications, and we're not sure if we do go into the testing arena, it 
might not backfire, as Dr. Shafer has pointed out. 

And I am just wondering, and I'd lUce to ask you this. Assuming 
confidentiality and anti-discrimination laws — that's a big assump- 
tion, by the way. I'm not saying it's possible— but assuming that, 
do you think it might be valuable to take random samplings 
around the country, not just in high-risk areas, but around the 
country so we get a better feeling? I do not feel comfortable as a 
policymaker here as to what we're about to experience, and that 
bothers me. 

Dr. Shafer. I'd like to address that. I don't think any of us, I 
would assume— and I don't want to talk for people who can speak 
for themselves — have any problem with doing anonymous random 
testing. It should have been done five years ago. It should have 
been done three years ago. I don't really Know what we're waiting 
for. 

Anonymous testing is very different from the emotional-laden 
testing we're talking about where people are known, where it's 
mandated and so forth. There's no reason not to go and do a series. 
You could do it through blood testing in large areas when they're 
doing premarital testing; take a little extra blood. You could do it 
in a teen clinic. It's very easy to do, and I see absolutely no prob- 
lem with that at all. 

I think that anonymous testing must be separated, however, 
from the mandated. & metimes I feel there is a vindictive quality 
of the testing of very specific risk populations as poor people, gays 
and IV drug abusers. 
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With your financial support, Congressmen, weM be more than 
happy to get together and give you whole populations to test anon- 
ymously--you can do it right off blood banking. You can do it lots 
of different ways. 

Dr. Hein. Anonymous unlinked testing where you can sample a 
family plannmg clinic for example, by using remainder blood that 
18 bemg drawn anyway, and test for rate of HIV positivity without 
bemg able to Ime tie results with a given individual. All you know 
are the number of people, and the general characteristics the clinic 
such as the number of females and their general age range, that 
land of general demographic information. Then you would know 

A^S^^^®'^^ ^ ^^^^ cli^c that time and can decide to gear uo 
AIDS related services at that pomt in time. 
The Chairman. Is any of that underway? 

Dr. Hein. Yes. It has been done. The CDC, in collaboration with 
mvestigations in our medical center, has started to do anonymous 
unlimited testmg in family planning clmics when— I think it's 
okay to say this because it was reported at the International AIDS 
meetmgs— but, basically, in one family planning clinic, 4 percent of 
the women were found to be positive, and they were actually all 
ag^ 24 and older. There were not very many teenagers included in 
thao sample of 250 females, not enough to give a reasonable esti- 
mate of mV prevalence. 

But, I was going to say that if we look now, for instance, at our 
chmc experience. We have 6 HIV positive teenagers under 19 years 
of age. None of them have been reported to the CDC, and none has 
been reported to New York City. They're not among the statistics 
because they didn t meet the existing CDC criteria for AIDS. Let's 
look at those 6 teenagers. Who are they? 

In toto, these 6 teenagers have had 50 sexual partners. There's 
no reason to believe that the/re not sharing their virus with their 
partners. So, it s that kind of problem that we're talking about ad- 
dressing, the needs for pooled anonymous testing, not to go out and 
label mdividuals at a time when there's clearly discrimination in 
terms of jobs and insurance and medical records and housing if we 
can create a more supportive society. 

In the fiiture, if we can bring society along, fine. In the mean- 
time, we have a job to do in the nature of finding out what the 
prevalence is now in some of these high-risk areas. 

Mra. Boxer. Mr. Chamnan, I don't have any other questions. I'd 
like to make some brief commente on what Fve gotten out of this 
neanng before I do have to leave. 

Firat of all, I want to thank you again. You have been so vigilant 
^ hearing in California on children with 
AIDS which opened up a lot of our minds, and now adolescents. 
And I think what you re doing by your interest is gettmg a lot of 
information out to members of Congress who, prior to this, I don't 
thmk have rejEUly thought much about it. 

We are sitting on a potential explosion. We're not sure. We could 
be m this next group. And it seems to me we just better act quick- 

I think the random testing is very important as you've described 

it. 
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And talk about morality, Mr. Chairman, what about the immo- 
rality of the CDC sitting on all that money for education that we 
have voted year after year after year, and it's been testified to here 
by people in the field, they have yet to see a trickle of that money, 
and people are getting sick. 

So, if we learn nothing else out of this hearing, Mr. Chairman, 
than gaining your strong support, and I know when you get behind 
something, we move it through here, we have got to consider it a 
challenge—the gauntlet has been thrown— we've got to move that 
money into the field, and we've got to make it relevant to the com- 
munity. 

Maybe we'd do it in sort of the community block grant, so that 
the people who are getting the money are designing the programs. 
I don't have any problem with that. I think that makes sense. 

The last point I wanted to make is that the media has to get 
more involved, and some of you have stated that. Last night Ted 
Koppel was here, and he gave a speech to the members of the 
Democratic Caucus about morality and said that it's up to us to 
bring a new sense of morality to the country. That's fine. What 
about his network? What about the networks? 

If you watch television, you'll see, sex is just absolutely all over 
the place, either directly or indirectly stated, ft'om the jeans com- 
mercials to the beer commercials to the soap operas to some of the 
leading chows, Dallas or whatever, and then all of a sudden we're 
supposed to bring morality to bear here. 

It seems to me, without getting into First Amendment nghts be- 
cause I don't want to do that, people are going to write what they 
want to write. They have tiii obligation to help us in this epidemic. 
They iiave an obligation to give us time, prime time, with commer- 
cials, talking about AIDS in a way that stresses both abstinence 
and if you're not, what you have to do. 

And I would say, Mr. Chairman, that I leave this hearing more 
dedicated. It's been pretty lonely, as you know. There's have been 6 
or 7 members, and you've been one of them, who've been really 
living with this thing in the Congress for the last 5 or 6 years, and 
I think now we're going to see more people getting involved, and 
wa're going to have to involve the private sector. 

I want to thank the panel. I think you're all just doing a fantas- 
tic job, and you've given us a lot of information we really need. 
Thank you. 

Chairman Miller. Mr. Holloway. 

Mr. Holloway. Thank you, Mr. Chairman. 

Dr. Mark, from listening to other members on the panel, I feel 
that you feel a little differe nt. I'd like your comme nts on youth 
being able to associate AIDS with death. You know, does the teen- 
ager really concede death when we're talking to them on the prob- 
lems of AIDS and other diseases? 

What is your feeling, basically, on what we've been talking about 
all morning? 

Dr. Mark. Well, I don't think that we have— that we can gener- 
alize on all teenagers. We have — this is one of the problems we 
have in terms of even talking about the various data on HIV infec- 
tion because we've got various sources, blood donors, military re- 
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cruits, each biased to a certain extent. Obviously, there are some 
teenagers that may have a feeling of immortality. 

But, IVe been working in the field of human behavior now for 40 
years with chUdren, teenagers and adults, and I find that there's a 
great variability, particularly among human beings, and it's verv 
difficult to cat^orize them. 

I think we have to look at people individually, and I think we 
have to do what is necessary to change their attitudes, whatever 
that takes, and that has to be part of our educational program. 

I think the educational program has to be focused primarily on 
changing the behavior which transmits this disease. I don't think 
that we have enough time— and I'm doing what I really shouldn't 
and am predicting what this epidemiological study is going to show 
m 4 or 5 months—but, I don't think weVe got enough time to pre- 
vent a very unpleasant and rapid spread of this disease by educa- 
tional techniques alone, whatever they are. 

I think that the time factor here is tickmg away while people are 
being affected while we're sitting here with a disease which may 
very weU be fatal for them. I think we've got to come up with a 
strat^. We ve got to do it quickly. There has to be a sense of ur- 
gency here. 

It's difficult with this disease because, of course, it's silent; it's 
slow. It s not hke an atomic bomb or the attack on Pearl Harbor 
which presents itself as a national emergency, everyone knows 
about that and our attitudes ar^ all restructured very quickly. 

This is a new challenge for our human intellect because it is 
somethmg which occurs so slowly, is so surreptitious; it's so iman- 
nounced, and I don't see really how people who do not know that 
they re infected with the disease are gomg to be able to change 
their behavior enough with any kind of general educational pro- 
gram to make any difference in terms of the spread of this epMem- 
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Mr. HoiJX>WAY. Thank you. Dr. Shafer. I know you quoted this 
on two different occasions, and I do not remember the exact figure 
ot teenage girls that participate in sex in the ages of 11 to 14 age 
range. What was the percentage? 

Dr. Shafer It isn't just girls. This is girls and boys. 30 percent. 
30 percent at least once. 

Mr. HoLLOWAY. My question to the entire panel, and I would like 
to hear bnefly what you feel, is that the breakdown of the family 
m this country, in my opinion, has a great deal to do with all our 
problems with teenagers. Since we're a committee on children, 
youth and family, what do we do to turn this thing around. 

^d even bringing it to the AIDS situation, I blame a lot of these 
tendencies on permissiveness in sex to the breakdown of the 
family. 

I think we even owe it to mothers and families to give .'ome kind 
of tax break if we have to do that to keep those mothers at home if 
that s what the problem is. 

I find it's a tremendous problem in our society today. I know 
there s a lot of mothers who don't want to stay home but, still, 
there s a lot of mothers that would stay home if it was possible for 
them to stay home. 
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I think, you know, this is a total breakdown in our environment 
today, and I blame it on the fact that we have no family life any 
more in this country. 

Td like your feelings on it. 

Dr. Shafer. rd like to say that maybe fathers should get a tax 
break also to stay home with the children. 

Mr. Houx)WAY. Well, if the father wants to be at home, I think 
he should be. I tWnk that there should be a parent at home. I 
think there needs to be a parent, even if it is a father. 

Dr. Shafer. I think, I have to say, I have yet to see a teenager 
who, across the board, has had major problems where there's been 
an intact family and where there's a loving mother, a loving father 
and a basic economic support that they can lead an average kind of 
life. It's rare. Here and there we'll see problems but, in general, 
these individuals with strong families do function in general fairly 
well. 

However, I can't say what makes a family 'Vork". It's a very 
complex thing when families don't work well and how can we 
make them work better, and I don't think it's a panacea. We don't 
have a magic pill for that. But, I think we are dealing with two 
issues here: one is long-term, broad-based social problems in the 
United States which, certainly, this committee and we, as four 
members, could not even b^in to address, but should start at least 
to address that and looking at what makes families healthy; what 
makes families ill. 

But, we also have an acute problem at the same time. In other 
words, the individuals where the families aren't functioning well, 
where the youngster does not have the support either at home or 
at school in order to function well and create a life for himself out- 
side of sex and drugs, the educational approaches for settings where 
there is an intact family and where a family is nonexistent do 
differ. It would be nice to say that, gee, we can leave it all up to 
the family and isn't that great. But if you look at the statistics, 
they don't bear it out. 

And I think, therefore, now when I think about the approach 
currently, I would utilize the strong family systems, the religious 
backgrounds, community health prc^ams, while at the same time, 
targeting intense programs directly at the youngster most at risk 
to assist him in a variety of ways to try to increase his healthy be- 
haviors emphasizing safe, pr( ^entive, or absthient behavior when 
possible. 

Dr. Aledort. I'd like to comment. I think that you stated the dif- 
ference between the broader social issue and the immediate one, 
but I think there are data in places that are looking specifically at 
families: The Mannucin Group and the Ackerman Institute in New 
York have concluded that the family constellation is critical in 
terms of compliance. There is very little done in terms of sexual 
behavior, much more in compliance with carrjdng out medical 
management. 

What has made it break down is a much broader issue, and I 
think we can't really address it here today. 

Dr. Shafer. I just wanted to add one more thing when we're 
talking about the — oh, excuse me. Go ahead. 
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Dr. Hein. My comment is brief. It would be nice if there were 
stronger families, and it would be nice if there weren't AIDS 

Mr. HOLLOWAY. I agree with you, but what do we do? Somewhere 
we have to encourage it. I mean, we keep saying we have a prob- 
lem, v^^ch we do have with AIDS, and it is urgent. But, then we 
keep this on a back burner, and we forget about family life in this 
coimtry. I thmk we, as Congressmen, should be the examples for 
the country to look at, and I don't think we're doing that at this 
pomt. 

I personallv feel that my family is that way. I hope that we can 
be an example for this country, my family, and I think it's a prob- 
lem we have to look at and our country will follow. I think it's 
been proven in history that we need to bring some common sense 
back to our country in some religious beliefs and strong beliefs to 
get our family life going again. 

Dr. Shafek. I remembered what I wanted to say. The one issue 
that concerns me a lot, which Mr. Holloway, I think, may help to 
address what you're talking about, is that when we're dealing with 
AIDS specifically, there is very, very little money earmarked for 
takmg a look at behaviors and AIDS in families. There's essentiallv 
none. ^ 

So, if you look at the budget for where research money currently 
go^ It IS earmarked for bench research. We have the crisis issue 
j^ch IS need for service money. With adolescents, we are going to 
be dealmg with a long-term problem: what do we do in 3 years; 
what do we do in 5 years; what do we do in 10 years. And, essen« 
tiaUy no money is being targeted to attract the real cream of the 
o-^ of behavioral researchers in the United States, to work on 
AIDS prevention in adolescents. 

All the money currently is being now given into biological bench 
research. The next group that was forgotten for a long time that is 
now bemg addressed is individuals who have AIDS, for service In 
other words, the compassion we have for these individuals. 

But, the one area that's been essentially totally forgotten and 
has not been supported was the behaviors, and that's what we're 
tallang about is prevention here and elimination of the behaviors 
or making them safe. 

Mr. Holloway. That concludes mine. Thank you. 

Chairman Miller. I'd just like to say that I think, historically, 
the Amencan family is off limits to the Federal government. And I 
think for many members of Congress, that's still true. They don't 
believe that we have a role to play. And even in those areas where 
we are very clear and the evidence is very clear, almost unani- 
mous, on what causes breakup of families and stress in families 
ve never stepped forth to remedy it. Even where we have isolat- 
ed causes such as unemployment or alcoholism or monetary, finan- 
cial problems within families that we know clearly leads to some 
dysfunction in that family. 

We can go right back through child abuse and we can determine 
the factors that are bringing about violent behavior. We're not 
doing anythmg about it. We talk about it. 

So then to talk about us in terms of a policy that's going to re- 
store that family, even when we have an opportunity to save an 
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existing family, we've pretty well failed in that. I mean, that road 
is littered with a lot of speeches and no action and broken families. 

And even the history of this committee is written where there is 
a consensus on dealing with just simply violence in the family. 
There's really no federal effort. There's a child abuse bill, but we 
all know that that's just to keep everybody off of our back, and it 
doesn't really deal with treatment. 

So, I think you're right. We've got to— this committee looks at 
and has continued to look at the function of families, but we've got 
to do that at the same time that we're dealing with an epidemic 
here and a real threat to an entire generation of young people. 

And I want to thank you very much for your testimony and for 
your help that you've given the committee. I'm sure that we'll be 
back to you because this looks like a long, slow struggle, unfortu- 
nately, in the Congress because we rarely initiate. Unfortunately, 
we usually wait for body counts, and then we start to react to that. 

And in this case, there's not a lot to lead me to believe that we'll 
break away from that history, and it's going to be a very tragic 
story for— as we heard in a previous hearing — for infants in this 
country. Now, as we're hearing, it will also be a tragic story for 
teenagers in this country. Our maction could cost them their lives. 

So, thank you very, very much for your time and all your effort 
that you put in on this issue. 

Our next panel will be made up of Becky Adler, who is from 
Rockville, Maryland, from the Teen AIDS Hotline; Jonathan Howe, 
who is the President of the National School Boards Association; 
Johnnie Hamilton, who is the Science Coordinator from Annan- 
dale, Virginia; Richard Gordon, who is the Director of Youth Devel- 
opment for the Sequoia YMCA from Redwood City, California; and 
Dr. Wayne Lutton, who is the Research Director of the Coalition 
for Public Health, and Research Director of The Summit in Mani- 
tou Springs, Colorado. 

Welcome to the committee, and thank you for staying with us 
through this lengthy hearing. I think it's evident that members of 
Congress are seeking a great deal of information on this issue and 
have an awful lot of questions and concerns about how we ap- 
proach a very difficult problem for us. 

So, Becky, we'll start with you. 

STATEMENT OF BECKY ADLER, TEEN AIDS HOTLINE, 
MONTGOMERY COUNTY, MD 

Ms. Adler. Good afternoon. My name is Becky Adler, and I'm 17 
years old and a graduating senior from Sandy Spring Friends 
School in Montgomery County, Maryland. I'm also a "Teen AIDS 
Hotliner." 

Working on the Teen AIDS Hotline has been a really unique c. 
perience. Saving lives gives a feeling of complete satisfaction and is 
something each of us do with each phone call. 

Why is it important for a high school kid to work on an AIDS 
hotline? Much has been made of high-risk groups: gays, IV dru^ 
abusers, immigrants from certain parts of the world, but we don t 
emphasize high-risk groups. We believe there are only high-risk ac- 
tivities because it's not who you are or what you are or where 
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you re from or how old you are, but what you do and how you do it 
that determines whether you're going to stay healthy or become in- 
fected by the AIDS virus. 

The teen years are times of experimentation and new options. 
Americans are becoming sexually active younger and younger, and 
those who do abuse drugs usually start as teenagers. So, if there is 
^ch a thmg as a high-risk group, it is teen America, and we at the 
Teen AIDS Hotline are working to save our generation. 

What motivated me to volunteer as a hotliner? The founder and 
dir^tor of our community's AIDS foundation, David Biumbach, 
produced an AIDS assembly at my school. He showed us this film, 
The AIDS Movie," and answered our questions. He finished that 
mommg by challenging us: come on. Make some history with us 
ana save some lives. Fm sure glad I dirf. 

Ours is the first AIDS hotline run by teens for teens in the 
nation. It's open 7 days a week, 8 a.m. to midnight, in English and 
in Spanish. Our high school and college age hotliners are reaching 
out to 300,000 plus teenagers in the greater Washington area, and 
they're calling. Last month we received over 4,100 calls. 

Our Teen AIDS Hotline is just part of our family-oriented re- 
sponse to the AIDS crisis in our community. Other programs in- 
clude teen and family conferences on AIDS sponsored by coalitions 
of neighborhood churches and synagogues every weekend. "The 
AIDS Movie" is the first AIDS prevention film for teens. PTSA 
AIDS night is a Parent-Teacher Association sponsored AIDS night 
for the entire school family. "The Top 40 Questions on AIDS," a 
v^eo-discussion guide for moms and dads, teachers and clergy. 
The Teen AIDS Show," an MTV-styled teen show produced by 
teens for teens giving the facts on AIDS which will premiere next 
mwith, and the Teen Internship Project, teens teaching teens about 
AIDS and how thev can protect themselves. 

Through our public presentations, we've talked with over 60,000 
nemhbors just in the last 8 months. Today here on Capitol Hill, 
we 11 be showing "The AIDS Movie," and David will be answering 
questions at the Russell Building, Room 253, at 2:00. Please come. 
It's a little late. 

What's my shift on the Hotline like? Well, listen in: A 17-year- 
old girl, worried that she i Duld have been infected bv her college 
boyfnend, asking for help. A 30-year-old man who's scared his fast- 
lane behavior from years past may have resulted in infecting his 
pregnant wife, or neighbors freaking out over public toilets, swim- 
ming pools or killer-AIDS mosquitos. 

I'm confident that the same questions are being asked in other 
parts of our country, but are their questions being answered? I be- 
lieve that lives, indeed the future of my generation, depend on 
lovmg and thoughtful answers to these questions. 

Wondering how we support our teen programs? We're financing 
them ourselves through the sale of M&M's and contributions from 
our neighbors. In a way, it's scandalous we don't receive govern- 
ment support, but it's also beautiful because it shows that we teens 
believe in these programs that are saving our friends' lives. 

In closing, what we suggest to vou, our leaders, teach your chil- 
dren well, teach your own children the facts on AIDS and how they 
can protect themselves. Then, help us show the other teens 
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throughout the country how they can stop the AIDS epidemic in 
their communities because we are confident that we can win this 
war on AIDS. It will only be through a volunteer army, an army of 
moms and dads, teens, teachers, clergy, the marketplace, aca<?emia 
and our neighbors in science and medicine working together to 
save lives and help our friends with AIDS in their families. 
Thank you. 

Chairman Miller. Thank you very much. Becky, do you have to 
be over there at 2:00 because, if we have questions, we can ask 
them now, and then you'd certainly be free to go. 

Ms. Adler. They did not tell me whether I was expected, so I 
suppose I can stay. 

Chairman Miller. All right. If you don't mind, then we'll just go 
ahead with testimony ftom the rest of the panel. Thank you. 

[Prepared statement of Becky Adler follows:] 
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Ppepared Statement of Becky Abler, of the "Teen AIDS Hotune," Montgomery 

County, MD 

Good morning. My name is Becky Adler. I'm 17-years-old and 
a graduating senior from Sandy Spring Friends School m Montgomery 
County, Maryland. I'm also a "Teen AIDS Hotliner." 

Working on the "Teen AIDS Hotline" has been a unique experience. 
Saving lives gives a feeling of complete satisfaction, and is 
something each of us do with each phone call. 

Why is It important for a high school kid to work on an AIDS 
hotline? Much has been made of "high-risk" groups ; gays, I,V. 
drug abusers, immigrants from certain parts of the world. But we 
don't emphasize "high-risk" groups . We believe that there are only 
"high-risk" activities . 

Because — it's not who you are, or what you are, 

or where you're from, or how old you are, 

but what you do and how you do it 

that determines whether you're gcmg to stay healthy, 
or become infected by the AIDS virus. 

The Teen Yearr, are times of experimentation and new options. 
Americans are becoming sexually active younger and younger, and 
those who do abuse drugs usually start as teenagers. So, if there 
is such a thing as a "high-risk" group — it is Teen America. 
And we at the "Teen AIDS Hotline" are working to save our 
generation. 
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What motivated me to volunteer as a hotliner? The founder 
and director of our communxty's AIDS foundation, David Brumbach, 
produced an AIDS Assembly at my school; showed his film, 
"The AIDS Movie," and answered our questions. He finished that 
morning by challenging us: "Come on. Make some history with us, 
and save some lives I" I'm sure glad I did. 

Our's is the first AIDS hotline run by-teens/for-teens in 
the nation; 7-days-a-week, SAM to Midnight, in English & Spanish. 
Our high school and college-aged hotliners are reaching out to 
300,000+ teenagers in the Greater D. C. area. And they are calling I 
X,ast month, we received over 4,100 calls. 

Our "Teen AIDS Hotline* is just one part of our "family-oriented" 
response to the AIDS Crisis in our community. Other programs incl-Me: 
o "Teen & Family Conferences on AIDS" — Sponsored by coalitions 
of neighborhood churches and synagogues, every weekend, 
o "The AIDS Movie" — The first AIDS-prevention film for teens, 
o "PTSA AIDS Nights" — Parent/Teacher/Student Associations 
sponsor AIDS Nights for the entire school family, 
o "The Top 40 Questions on AIDS" ~ A video-discussion guide for 
moms and dads, teachers, and clergy. 

o "The Teen AIDS Show" ~ An MTV-.tyled ceen show produced by-teens/ 
for-teens giving the Facts on AIDS, which will premiere next month, 
o "Teen Internship Project" — Teens-trach\ng-teP"<; about AIDS 
and how they can protect themselves 
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Through our public presentations, we've talked with over 
60,000 neighbors just in the last eight months. Today here on 
Capitol Hill, we'll be showing "The AIDS Movie" and David will 
be answering questions at the Russell Building, Room #253, at 2:00. 
Please come. 

What is my shift on the hotline like? Well, listen in: 
o A 17-year old girl; worried that she could have been infected 
by her college boyfriend , . , asking for help, 
o A 30-year old man uho»s scared his "fast-lane" behavior 
from years past may have resulted in infecting his pregnant wife, 
o Or neighbors freaking out over public toilets, swijaming pools, 
or "killer AIDS" mosquitos. 

And I'm confident that the same questions are being asked 
in other parts of our country — but are their questions being 
answered? I believe that lives — indeed, the future of my 
generation — depend upon loving and thoughtful answers to these 
questions. 

Wondering how ve support our Teen Programs? We're financing 
them oursel/es through the sale of M&M's and contributions from 
our neighbors, in a way it»s scandalous wu don't receive government 
support, but it's also beautiful because it shows that we teens 
believe in these progr-^s that are saving our friends' lives. 
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In closing, what would we suggest to you, our leaders: 
"Teach your children well ..." 

Teach your own children the Facts on AIDS and how they 
can protect themselves. 

Then help us show other teens throughout the country 
how they can stop the AIDS Epidemic in their communities. 

Because we are confident that we can win this War on AIDS, 
but it will only be through a volunteer-army — an army of 
moms and aads, teens, teachers, clergy, the marketplace, 
academia, and our neighbors in science and medicine — 
working together to save lives and help our Friends-with-AIDS 
and their fzunilies. 
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STATEMENT OF JONATHAN HOWE, PRESIDENT, NATIONAL 
SCHOOL BOARDS ASSOCIATION, NORTHBROOK, IL 

Mr. Howe. Mr. Chairman, members of the panel, Tm Jonathan 
Howe, President of the National School Boards Association, which 
18 headquartered here in the Washington area. Vm a member of 
the Northbrook, Ilhnois, Board of Education. 

We appreciate the opportunity to appear before the panel today 
and the committee and to represent the National School Boards 
Association which, in turn, represents some 97,000 local school 
^^°.?^i?}P^^ across this country and govern the nation through 
some 15,000 pubhc school districts. 

On April 4 of this year Surgeon General Koop appeared before 
our national convention, and there he gave us a challenge: to exer- 
cise leadership in AIDS education and prevention. 

On behalf of educators and on behalf of school board members 
throij^hout this country, we accepted that challenge. In fact, we're 
proud of the fact that we have been an early leader encouramnF 
education about AIDS. 

WeVe been convinced for some time that the statistical data on 
adolescent substance abuse and sexually transmitted diseases 
means that the contagion rate among youth is greater than current 
AUKS case statistics reveal. 

Given the fact that AIDS often does not occur until several years 
after exp(»ure, we fear that many of the AIDS victims in the 20 to 
zy-year-old age group may well have been infected as teenagers or 
even as pre-teens. We must move boldly to prevent the further 
spread of AIDS, and the way we do that, in no r ^11 part, is 
through education. 

Among the initiatives already undertaken by the National 
fcKJhool Boards Association has been a national conference on public 
forum m February of last year on AIDS in the public schools. That 
resulted m the publication of this monograph which, I believe, we 
have distnbuted to each member of the committee. 

Just recently, the National School Boards Association endorsed 
the publication of a very excellent pamphlet, which I believe you 
also have, for young people produced by the American Council of 

3J^^u^^ and the Health Insurance Association of America 
entitled, T^ns and AIDS, Playing it Safe," and that is this pam- 
phlet nght here. ^ 

I am proud that m April the National School Boards Association 
passed unanimously the resolution urging local school boards to 
adopt c^cula to educate students about AIDS. Teaching students 
about AIDS touches some very sensitive issues. Sex education itself 
IS a controversial topic in many communities. Sensitive issues of 
sexuality often, perhaps usually, have not been included in curricu- 
lum. Very few programs have included discussions of homosexual- 
ity, a topic that teachers will suddenly have to be prepared to ad- 
dress, even if only in response to students' questions. Nevertheless, 
the clear health threat presented by AIDS means we must attempt 
to provide responsible, comprehensive AIDS education; just not a 
cursory, superficial review. 

In each local school district it means the development of a cur- 
nculum that provides accurate factual information in a context ac- 
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ceptable to its community. Can this challenge be met, given the 
sensitive nature of the subject matter? The answer to this question 
is clearly yes, and it has to be yes. 

Some districts, in fact, are already meeting the challenge. Ac- 
cording to a study conducted by the National Association of State 
Boards of Education this month, 24 states have or are developing 
AID3 curriculum materials. In December the United States CJonfer- 
ence of Mayors surveyed 73 of the nation's largest public school dis- 
tricts and found that 40 were providing some form of AIDS educa- 
tion, and the majority of the rest were planning to do so. 

NSBA has already provided a number of materials and will con- 
tinue to do so to enable school districts to enact responsible policies 
in r^ard to students and staff members with AIDS. In addition, we 
think it is extremely important that all teachers be well informed 
with the latest information on AIDS so that they can answer factu- 
ally in an age-appropriate manner the questions students may 
have. 

In March of 1986 NSBA distributed to all of our state associa- 
tions a staff development videotape prepared by the New York City 
Public Schools in conjunction with the City Health Department in 
New York. . , 

Most significantly, the details of each district s AIDS curriculum: 
what should be taught in what courses, by whom and at what 
levels, are issues appropriately add'-essed at the local school district 
level. 

As school districts undertake the development and implementa- 
tion of AIDS education, we believe they will want to assure that 
they have considered the following 7 areas. 

First, any AIDS education program should have a strong empha- 
sis on abstinence from sexual activity, not only to avoid contracting 
the disease, but also as the responsible choice for young people, re- 
gardless of the dangers of AIDS. 

Second, AIDS education should be as factual and complete as ap- 
propriate for each grade level. It must be part of a course that all 
students are required to take. 

Third, school districts should consider providing opportunities for 
the participation of parents, students, citizens, clergy and others in 
the development of a proposed curriculum. School districts might 
also want to consider requiring parental consent for AIDS educa- 
tion. 

Fourth, consideration should be given to assuring that the staff 
members who provide AIDS instruction for children receive ade- 
quate training to deal in depth with this very sensitive subject. 

Fifth, the school district should consider whether to adapt the 
curriculum for limited English proficient students and handicapped 
students. 

Sixth, schools will want to consider how parents may be made 
aware of the curriculum materials and ^yhether the curriculum 
should include materials to be sent home with the student. 

Seventh, AIDS education may be included in health education or 
sex education courses or it may be a part of a science curriculum 
or even a social studies curriculum. Often, it is included in more 
than one subject area. Where it is included in more than one sub- 
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ject area, schools should and will v^ant to consider how the curricu- 
lum might be coordinated to assure that the message is consistent. 

In developing AIDS education programs, local school districts 
might use the following nine guidelines. 

Number 1, does the curriculum give simple, clear and direct in- 
formation in terms that students can understand. 

Second, is the curriculum factually accurate based on the most 
current information available, and is it susceptible to regular up- 
dating as new information becomes available. 

Third, is the curriculum a sequential program tailored to stu- 
dents level of development, both emotionally and intellectually. 

Fourth, does the curriculum focus on teaching healthy behavior 
with the scientific terminology and medical aspects of the disease 
kept m a proper perspective. 

Fifth, does the curriculum stress positive personal values, sexual 
abstinence, for example, and give a clear message that multiple 
sexual partners and intravenous drug use increase the risk of con- 
tracting AIDS, and are these issues handled in a way acceptable to 
the community. 

Sixth, if discussipn on the risks of AIDS is included, is emphasis 
on high-risk behavior, rather than high-risk groups. Is the message 
given that anyone who engages in such behaviors is at risk, regard- 
less of race, sex or sexual orientation. 

Seventh, is discussion of student concerns and fears specifically 
included in the curriculum. Has consideration been given to the 
possibility that some students may already have experienced the 
loss of a friend or a relative with AIDS. 

Eight, does the high school portion of the curriculum address 
sexuality and homosexuality in a responsible way that is consistent 
with community values. 

Nine, what— while continuing to encourage students to choose 
abstinence, is there a way to point out to older students that for 
individuals who are sexually active, condoms greatly reduce the 
nsk of AIDS, and that certain sexual practices increase the risk of 
AlDo. 

'Kie best curriculum in the world is not going to help prevent 
AIDS f Its not used. I assure you that local school board members 
are aware of the AIDS crisis, and that they want to provide the 
rirfit kind of information to those students. They are aware that 
AIDS IS a threat of tremendous proportion, and not simply in cer- 
tain urban areas. 

I cannot emphasize strongly enough to you our concern about 
AIDS education. We believe that this national; in fact, this world- 
wide health risk, requires an aggressive educational campaign. We 
recognize that it may mean that in many localities subjects not 
previously discussed will become part of the curriculum. 

For this to be done in a sensitive and sensible way and for it to 
have any chance of success, the decisionmaking must occur in the 
local community. Education is now the best protection against 
AIDS. Each of the 97,000 individual local school board members 
across tWs nation and the National School Boards Association as 
an organization accepts the challenge to educate our children about 
this maior health menace. 

Thank you. 
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Chairman Miller. Thank you. We're going to take a short recess 
end go vote, and we'll be right back. 

Chairman Miller. And we will pick up the testimony where it 
was left off, -md I'm not exactly sure where that was, but you 
inform me. ^ . „ ^ 

[Prepared statement of Jonathan T. Howe follows:] 
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PRKPAHED STAm^KNT OF JON^AN T. HoWE. PRESIDENT. NATIONAL ScHOOL BOARDS 

AssocuTioN, Alexandria, VA i^uakus 

1. Introduction 

I Jon«h«n Howe. Pr.sld.nt of th. !)«lon.l School Boards Association, and I 
appr.clat. th. opportunity to appear before the House Select Committee on Children. 
Youth and Fa.ili«. The National School Board. Association Is the only «Jor 
education org^nU.clon representing the local school board member, who govern the 
nation's 15.000 public school districts. Throughout the nation, approximately 
95.000 of these Individual, are Association members. These people. In turn, are 
responsible for the education of «,re than 95 percent of the nation's public school 
ehlldren. NSBA's primary mission 1. the advancement of education through the 
unique African tradition of local dtlren control of - and accountability for - 
the nation's public schools. 

On April 4 of this year, the Surgeon General of the United States spoke to the 
National School Boards Association. He issued the following challenge: 

In order Co end the chain of transaission of (AIDS) ... we need 

!exua?l^v'°""^^^'°^. '^^^^^ their own 

V '"^^ ^^^"^ " ~" responsible in their 
relationships than th^ir elders have been. ... And let me 
assure you that we in public health and in the federal 
government look to you - not to ourselves - for the answer. 

As you will learn from ay comments, KSBA acknowledges our responsibility to 
exercise leadership in AIDS education and prevention. 

The Dimen sions of the AIDS Problt^n 

The latest research continues to estimate that a vaccine to protect against 
AIDS is still years away. 1 cannot argue with Surgeon General Koop^s assertion 
that adolescents and pre-adolescents are especially vulnerable to AIDS infection 
because they are at a developmental stage when they are exploring their own 
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sexuality and perhaps experimenting with drugs. We do know from statistical data 
that substance abuse and sexually transmitted diseases are two of the most serious 
health problems for adolescents. 

Because there can be a delay of several years between exposure to the virus 
and development of AIDS, we can reasonably conclude from what we know about young 
people's lifestyles that the contagion rate among youth Is greater than current 
AIDS case statistics reveal. We cannct take solace In the fact that only one 
percent of the currently diagnosed AIDS cases are among persons under 20. 
TWenty-one percent of all AIDS cases currently cccur among people between the ages 
of 20 and 29, many of whom may well have been Infected as adolescents. In 1977, In 
a study among young people, 50 percent of males and 33 percent of fewles had 
engaged In Intercourse by che time they were 17 years old. Putting these 
statistics together paints an alarming picture. During 1986, about 16,000 AIDS 
cases were diagnosed, and about 9,000 people died from AIDS. During 1991, the 
estimated diagnoses will be 74,000, with 54,000 deaths. Many of the new cases will 
be young people. Even when a preventive vaccine Is developed. It will not protect 
those already exposed. This leaves us with only one way to prevent the further 
spread of AIDS — and that Is through education. 



Ill, NSBA's Leadership In AIDS Education 



NSBA Is proud to have been an early leader In encouraging education about 

AIDS. 

• For more than three years, NSBA has been meeting with medical 
experts about the virus and how to deal with the disease. 

« For more than two years, we have been featuring discussion of 
AIDS-related issued in our publications. 
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NSfiA conducted a national conference and public forua in February, 
1986, on "AIDS and the Public Schools." The conference defined 
the aedical and legal issues and gave school board members from 
throughout the United States an opportunity to question a panel of 
experts . 

In March of 1986, NSBA distributed free of charge to all our state 
associations a staff development videotape prepared by the New 
York City Public Schools In conjunction with the city health 
depsrtaent. 

Last September, NSBA issued s leadership report entitled AIDS and 
the Public Schools . 

In April, NSBA passed — unaninously — a resolution urging local 
school boards to adopt curricula to educate studenta on the causes 
of AIDS and the means to prevent contracting the disease. 



We believe NSBA can continue our leadership role In AIDS education. Before 
reviewing the way this can be accomplished, I would like to draw your attention to 
acTcral iaportant point*. 

IV. Development of AIDS Education 

First, AIDS im a national heal,:h problem and should be addressed as such. It 
i« not regional, it Is not a health problem only among certain populations, and It 
ia certainly not a problem that is soluble by the schools community alone. We 
recognize, however, that AIDS education cannot be an optional activity for schools 
— it Is something we mat do, because school-age students are a primary Air risk 
group, and AIDS Is a llf e~and-death Issue. 
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Let B>e emphasUe that NSBA believes — and I know I speak for ny fellow board 
neobere In school districts throughout the country, whether urban, rural, or 
suburban — accurate Inforoation about AIDS should be provided to students. 
Educational material should be developed by educstion professionals snd heslth 
experts working together to sssure thst currlculsr tiaterisls ace fsctually correct 
and age-appropriate — and adaptable to the needs of the local conounity if 
poasible. In developing educatlonsl materials in this sensitive sres. for ^xsaple, 
it Is psrilcuisrly ipportsnt to utilize the knowledge of such developmental 
scholars as Erikson snd Piaget to sssure that the scope and sequence of materisls 
are appropriate for students' sge and grade level. 

One example of health and education professionals working together on 
curriculum development is Eugene. Oregon, where the curriculum wss written by s 
classroom teacher, a health teacher, and a registered nurse. Technicsl review wss 
provided by two state health officiala with AIDS expertise. 

NSBA is very much swsre thst teaching students about AIDS touches some very 
sensitive issues. Sex education itself is s controversisl topic in msny 
communities. Sensitive Issues of sexusllty have often — perhaps uaually — not 
been included In the curriculum. Very few programa have included diacusslon of 
homosexuality, a topic that teachers will auddenly have to be prepared to address, 
even if only in response to student questions. There osy be local restrictions on 
instruction about contraceptives or homosexuality. Neverthelesa . the clear health 
threat presented by AIDS mesns we must attempt to provide responsible, 
comprehensive AIDS e' lion that is not Just s cursory, superficisl review. In 
esch local school district, it nesns devilopment of s curriculum thst provides 
sccurate factual information In a context acceptable to ita community. 
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V. The Current Status of AIDS Education 



Can this challenge be met, given the sensitive nature of the subject matter? 
The answer to this question is clearly "yes". Some districts, in fact, are already 
meeting the challenge. According to a study conducted by the National Association 
of State Boards of Education this month, 24 states have or are developing AIDS 
curriculum materials. In December, the U.S. Conference of Mayors surveyed 73 of 
the nation's largest local school districts and found that 40 were providing some 
form of AIDS education and a majority of the rest were planning to do so. 

The states of Rhode Island and Kansas have mandated AIDS education, even 
specifying grade levels for introduction of various topics. For example, Rhode 
Island's curriculum starts with kindergarten instruction on infectious diseases and 
how to avoid them. The word "AIDS" is not mentioned until 7th grade. In 9th 
grade, students are taught methods of avoiding AIDS, including the use of condoms. 

In Kansas, the Kansas Association of School Boards supported the statewide 
mandate and helped develop the curriculum. Both Kansas and Rhoae Island provided 
for community input in curriculum development. 

In Eugene, Oregon, the middle school program has as V - >al chat "Students 
know the basic characteristics of human growth and development from conception co 
deatu." Within this context, seventh grade students learn what AIDS means, the 
nature of the AIDS virus, and the effect of the virus on the body's immine system. 
They learn how the virus is transmitted and preventive measures. Sexuality, 
homosexuality, sjbstance abuse, and safe sexual practices, including uae of 
condoms, are pare of the curriculum. The goal of the high school p-ogram in Eugene 
is that "Students possess updated information relative to behaviors needed to 
develop and maintain a lifestyle of high level wellness." This ninth grade course 
focuses on assuring that students have up-to-date factual information about AIDS 
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and reinforcing the information they received in the middle school course. In 
addition, ethical snd civil rights issues are addressed. 

Kenphis, Detroit, an(» Kansss City are developing AIDS education curricula for 
elementary age children. Pittsburgh's AIDS education program begins in first grsde 
with a generalised discussion of good personsl hygiene. Issues such as emotional 
and psychological aspects of the diseases, as well as civil rights questions, are 
part of the curriculum in Washington and Kansss City, for exi. pie. Many AIDS 
education programs include a focus on dispelling myths about AIDS. 

So there are hopeful signs. Considering the relatively short time in which 
AIDS has become a national h- alth concern, excellent progress has been icsde. But 
there is omch to be done, and time is of the essence. 

VI. The Role of NSBA 

I believe NSBA has an important lesdership role to play in helping local 
school board members address this national health threat. School board members 
appreciate the urgent necessity of instituting AIDS education — and they 
understand their role in decision-making and in educating their communities to 
accept AIDS education. NSBA intends to fOntinue our campaign to help local school 
boards make the rig>'t decisions about education, policy development, and staff 
development opportunities. 

What is our plan? 

First, NSBA has already provided s number of materials — and will continue to 
do so — to enable school districts to enact responsible policias in regard to 
students and staff members wi^h AIDS. 

Second, we think it is extremely important that all teachers be given staff 
development activities so they are well-informed about the latest info^Toition on 
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AIDS and can answer factually and In an age-appropriate Ky^nner the questions 
students may have about AIDS. The New Yo.'< City tape I mentioned earlier Is one 
example of quality staff development. 

Third and most significantly, NSBA can assist local school boards In 
implementation of AIDS curricula at the local level. Even where states have 
adopted AIDS educatloi. proposals and are developing AIDS currlcular m^^rerlals, they 
have not specified what should be taught, In what courses, by whoa, and at what 
levels. This leaves to the local school district — and appropriately so — the 
major responsibility for programolng on AIDS education and prevention. We believe 
NSBA can help districts ask che right questions to develop and evaluate AIDS 
Instruction In their coaounltles. 

Developme nt of a Responsible AISS Education Prog ram 

As school districts undertake the development and Implementation of AIDS 
education, we believe they will want to assure that they have considered the 
following: 

1. Any AIDS education program should have a strong emphasis on abstinence 
from sexual activity not only to avoid contracting the disease but also as 
responsible choice for young people regardless of the danger of AIDS. 

2. AIDS education should be as factual and complete as appropriate for each 
grade level. It must be part of a course that all students are required to take. 

3. Schoo: districts should consider providing opportuntlea for participation 
of parents, students, and citizens In the development of a proposed curr*C"ium. 
School districts might also vant to consider requiring parental consent for AIDS 
education. 
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4. Consideration should be given to assuring that staff aeabera who provide 
AIDS Instruction for children receive adequate training to deal In depth with this 
sensitive topic. 

5. The school district should consider whether to adapt the currlculua for 
Halted bngllsh proficient students and handicapped students. 

6. Schools will want to consider how parents may be taade aware of the 
curriculum materials, and whether the curriculum should Include materials to be 
sent hooe with students. 

7. AIDS education may be Included In health education or sex education 
courses, or It may be part of a science curriculum, or even a social studies 
curriculum. Often, It Is Included In more than one subject area. Where It Is 
Included In more than one subject area, schools will want to consider how the 
curricula night be coordinated to assure that the message Is consistent. 

VIII. A Model Program 

There may be value In the development of model AIDS education programs that 
local school districts could consider adapting to their conaunltles. The following 
standards might be used In developing such a curriculum: 

1. Does the currlculua should give simple, clear, and direct Information, In 
terms the students can understand? 

2. Is the curriculum factually accurate, based on the most current 
Information available — and Is It susceptible to regular updating as new 
Information becomes available? 

3. Is the curriculum should be a sequential prcgram tailored to students* 
level of development, both emotionally and Intt llectuall 
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4. Does the currlculuo focus on teaching healthy behavior, with the 
scientific terclnology and medical aspects of the disease kept in proper 
perspective? 

5. Does Che curriculum stress positive personal values — sexual abstinence, 
for exaople, and give a clear message that multiple sexual partners and Intravenous 
drug use increase the risk of contracting AIDS, In a way acceptable to our 
coniBUnlty' 

6. If discussion of the risks of AIDS Is Included, is emphasis on high-risk 
behaviors, rather than high-risk groups? Is giving the message that anyone who 
engages ir. such behaviors is at risk, regardless of race, sex, age, or sexual 
orientation? 

7. Is discussion of student concerns and fears specifically included in the 
curriculum? Has considerataion been given to the possibility that some students 
may already have experienced the loss of a friend or relative with AIDS? 

8. Does the high school portion of the curriculum address sexualicy and 
homosexuality in a responsible way chat is consistent with comaunicy values' 

9. While continuing to encourage students to choose abstinence, 1» there a 
way to point out to Dlder students that for individuals who are sexually active, 
condoms greatly reduce the risk of AIDS, and that certain sexual practices increase 
Che risk of AIDS' 

The Role of the Local School Boa rd 

The best curriculum in the world is not going to help prevent AIDS if it is 
not used. I assure you chac local school boerd members are aware of che AIDS 
crisis and thac chey wane co provide the right kind of information to their 
students. They are aware that AIDS Is a threat of tremendous proportion ~ and not 
simply In certain urban areas. 
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Local school boards have the expertise to evaluate currlcular oaterlals In 
this area, as they do In other curriculum areas. In your own Congressional 
dlatrlcts. you know that school boards are making responsible decisions about the 
next generation's education In -any fields. When It comes to AIDS education, what 
they need la high quality Information and support In their efforts to address this 
particularly pressing national health problem quickly. 

Local school board members are not only the appropriate decision-makers In 
selecting currlcular materlcls. They are also In the best position to serve as 
local -d-ocates for AIDS education, and they are In the best position to evaluate 
tbelr co«urltles' needs. Whether AIDS Instruction begins at kindergarten or a 
c'uple of r^rs later; whether It U part of health education, or science, or sex 
education classes; whether the ^em AIDS Is raised In fifth grade, or seventh, or 
even ninth grade - these are local decisions. When these decisions are made 
locally. aucc--s-rul education will follow. There Is a local dimension to education 
about sexuality and contr.ctpt on - a mandate from outside may well fall on deaf 
ears. Uch community's achool board Is In the best position to assess the type of 
teaching that will best convey the universal i"sage. 1 want to make clear that I 
don't believe local school boards see AIDS education as an optional act. /Ity - but 
the "hoi/' and the "when" may differ from one community to another. 

X. Conclusion 

I cannot emphasize too strongly NSBA's concern about AIDS education. We 
believe that this national ~ this worldwide " health risk requires an aggressive 
educational campaign. We recognize that It nay mean that In many localities 
subjects not previously discussed will become part of the curriculum. For this to 
be done in a sensitive and sensible way - and for it to have any chance of success 
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the decUlon-tMklng must occur In the local community. nSBA believes we have a 
role CO pUy In helping local school boards aake chelr decisions, through training 
progrsBS and written materials. 

Education Is for now the best protection against AIDS. Each of the 95,000 
local school board sembers across this nation Individually and NSBA as an 
organlratlon accept, the challenge to educate our children about this major health 



Menace. 



[ AIDS and the Public Schools/' article entitled, from the Leader- 
ship Reports, a quarterly publication for NSBA Direct Affiliates, 
Volume 1, is retained in committee files.] 
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STATEMENT OF JOHNNIE HAMILTON, FAIRFAX COUNTY PUBLIC 
SCHOOLS, ANNANDALE, VA 

Ms. Hamilton. Tm Johnnie Hamilton, Science Coordinator, Fair- 
fax County Public Schools. I welcome the opportunity to share with 
yon this affcemoon now how AIDS instruction is being implenaented 
in Fairfax County Public Schools and to seek your cooperation in 
addressing this most important health problem of our time. 

There is ample docimientation of the need for concerted action 
by all responsible individuals and agencies to educate the commu- 
nity on this topic. Fairfiax County is a suburban community, ap- 
proximately the 11th largest school district in the nation, of 
124,000 plus students, 23 high schools, 22 intermediate schools. So, 
the Fairfax County Public School Board moved judiciously to 
ensure that the instruction provided about AIDS be accurate, de- 
velopmentally appropriate, acceptable to parents and consistent 
with the emphasis in our health, human fife and home economic 
coorses on the traditional values which undergird responsible be- 
havior. 

The goals of these programs are to develop positive self-concepts 
in students, to help them cope with the changes of puberty and 
adolescence, and to relate sexual activity to long-term commitment 
and the responsibilities of marriage and parenthood. 

Our health and human life programs are designed to help adoles- 
cents postpone sexual initiation through training and assertiveness 
and responsible decisionmaking. We believe and teach that absti- 
nence for teenagers is desirable for many reasons and, certainly, 
the first and best line of defense ^^ainst contracting the AIDS 
virus. ^ 

Our students are encouraged to just say no to many types of ex- 
ploitation and negative peer pressure, both sex and drug related; 
however, we know that some students are sexually active and are 
drug users, and our AIDS instruction also addresses their need for 
lilfe-saving information. 

In the 1985-86 school year staff began reviewing instructional 
material on the topic of AIDS for use in the 10th grade biology 
human life education program. The human life education program 
was identified as the place to begin because it had been successful 
in addressing controversial topics such as abortion and contracep- 
tion. We attribute this success to the, ^ivolvement of the communi- 
ty in program development and to the special training of our biol- 
ogy teachers to deal with value-laden issues. 

As our staff screened print and vis" J aids, one of the criteria 
was that material must address all risk groups rather than focus- 
ing on one or two, such as homosexual males and intravenous drug 
users. 

The teenager must be made to know that they, too, can contract 

AIDS. . . u 

Some material with good production quality were rejected be- 
cause they did not meet these criteria or because they assumed 
sexual activity by the audience. 

In November 1986 the Human Life Education Revie>y Committee 
was convened to review a variety of instructional media that most 
nearly met our guidelines. The committee, composed of parents, 
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teachers, adxninistrators, health professionals, clergy and reore- 

''°M^?^t?'"^^*^°iJf' approved the film "AIDS, 
What Evervone Needs to Know," by ChurchUl FUms, and the print^ 

sJste^^ J^^^r^tei* F^' "Understanding the ImEe 
gratem, both published by the U.S. Department of Health and 
Human Ser nc^, None of the media materials used alone imparts 
the message which we rely on our teachers, and we hope parents, 
to get across: that sex for adolescents is never safe, physically, psy- 
chologically, emotionally or socially. ^' 

On February 12th the school board approved the AIDS instruc- 
J^for°lf^'??!u^S?^°**^ ^J. Human Life Review Commit- 
Ill f.^ ?^^f ^'°^°Sy program. The school board 
also supported the committee's proposal that age-appropriate AIDS 

^i7w u '^ ""f"^^ "^^^ 8th grale healtE programs, 

and that high school students, other than those currently in the 
human life program, b provided vnth instruction about AIDS 
Wote that this is coming from the community and the school 

SS.^ concuSS" '^^"^ ^« 

administrators, vvorking with their school communi- 
ties and staffs, unplemented this last recommendation this spring. 
How this occurred varied slightly from school to school but, in ^1 
ca^, there was notification to parents, use of approved material 
and a trained biology teacher presenting the lesson or available to 
answer questions. av<«iauic w 

Health department nurses served as resources for teachers and 
were available for consultation with students and referral for 
bealtn services. 

The most important delivery mechanism for AIDS instruction in 
the classroom is the teacher. Since the last school year, AIDS infor- 
mation has been mcluded m the human life education seminar, a 
requiral course for all biology teachers new to Fairfax County. Dr 
SLPm''®''' ^"".^^^Jor the Center for Health Promotion at 
G«)rge Mason University, and Carol Welcher, Epidemiologist with 
durinrt^rsembia^ "^""'^ "^'^ Department, provided'Sssions 

1^ ^"^"^ ^ '"t^i'^ the teacher training 
seminar this year than any other year in the past; although, Car^ 
Welcher, from the Health Department, had consistently £ with 

US* 

«3®?^°.u®' 0"',.*eachers were aware of AIDS since its introduc- 
tion into the media and into the population. 

Our veteran teachers already certified to teach the human life 
program participated in school-based training sessions where they 
reviewed the newly approved materials and were provided with 
lesson plans and instructional strategies for teaching about AIDS 
A packet of such resource materials was sent to each biology teach- 
er. Uther ongoinr, staff development opportunities were made avail- 
able to teachers on the topic of AIDS. 

For example, in October a graduate level course, "Introduction to 
the Immune System, was offered at George Mason University by 
ur. Karen Gates, a research immunologist, who worked very close- 
ly with our science staff to make sure that the most current AIDS 
information was included. It was there, too, that we noticed that 
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the textbooks, the biology textbooks included very little informa- 
tion about immune systems. 

On March 11th, 1987, biology, health and social studies teachers 
and public health nurses were invited to an authoritative presenta- 
tion on AIDS by Drs. Samuel Thier and Roy Widdus of the Nation- 
al Academy of Sciences. The presentation was videotaped, placed in 
our media inventory and made available to schools for fixture train- 
ing. 

Just recently, Carol Welcher was also taped to carry oat the 
same process and, just today, as IVe been sitting here, we have 
been taping other academicians and participants in our program to 
make sure that we have documented the expertise that is available 
to us. , 

As a foUowup to the school board's recommendation, summer 
curriculum development will incorporate AIDS instruction in the 
7th, 8th and 9th grade health curricula. The curricula that I basi- 
cally coordinate is the science curricula. This instruction in health 
will begin in the Fall of 1987 after appropriate teacher training. 

In response to community inquiries, our staff is also looking for 
AIDS education material suitable for 5th and 6th grade students. 
We will again move judiciously with community support as to how 
this will be handled and what materials will be included but, in all 
cases, you can rest assured that it will be age appropriate. 

We believe '^hat by providing our high school students with AIDS 
information this year and incorporating AIDS instruction into the 
health program at 7th, 8th and 9th grades next year, we will be 
reacWng students at a pivotal time in their lives; when they are 
b^inning to make independent decisions about lifestyles and 
values, and when they are prone to experiment. 

We also realize that the effectiveness of the schools' educational 
campaign is compounde^^ if it complements the instruction and 
guidance being provided ixi the home. Parent education is an im- 
portant part of our effort, and the students are encouraged to dis- 
cuss the AIDS issues with their parents or other trusted adults. 

In cooperation with state officials, the Red Cross brochure. Infor- 
mation About AIDS for Parents of School-Aged Children, has been 
mailed to parents of all students in grades 7 through 12, along with 
a letter co-signed by the superintendent and the Director of Public 
Health. 

In this letter parents were encouraged to view a state-sponsored 
program on AIDS which was rebroadcast on our local educational 
television station. 

Fairfax County Public Schools, with the assistance of the Public 
Health Department and other agencies and the community, will 
stay abreast of AIDS research and implications of this research for 
the instructional program. 

Our instructional staff will continue to review and update mate- 
rial for our health and human life education programs. Our com- 
mitment is to provide students with the information and support 
they need to make informed and responsible decisions about their 
lives and the welfare of others. 

School systems, like ours, need your support for training and in- 
structional materials development, for video and media. When we 
work with our curriculum teams in the summer, we most often 
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have had to forego some other needs in order to take care of emer- 
gency, critical situations, such as this. 

So, any kind of support that can be given to not just the school 
system, hut all agencies supporting school systems, would certainly 
aid in AIDS prevention. 

Finally, too, some kind of conduit would be most welcome where- 
as we could very quickly receive information as soon as there is an 
update, so that we can pass this on to the needed population. 

Thank you again for this opportunity. 

Chairman Miller. Thank you. 

Mr. Gordon. 

[Prepared statement of Johnnie Hamilton follows:] 
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PREPAR'a) Statement of Johnnie Hamilton, Fairfax CJounty Pubuc Schools, 

Annandale, VA 

I welcome the opportunity to share with you this morning 
how AIDS instruction is being implemented m Fairfax County 
Public Schools, and to seek your cooperation m addressing 
this most important health problem of our time. There is 
ample documentation of the need for concerted action by all 
responsible individuals and a^^encies to educate the community 
on this topic. 

Thus, the FCPS School Board moved judiciously to ensure that 
the mstructxcn provided about AIDS be accurate, developmental ly 
appropriate, acceptable to parents, and consistent with the 
emphases m our health, human life, and home economics courses 
on the traditional values which undergird responsible behavior. 
The goals of these programs are to develop positive self-concepts 
m students, to help them cope with the changes of puberty 
and adolescence, and to relate sexual activity to long-term 
commitment and the responsibilities of marriage and parenthood. 
Our Health and Human Life Programs are designed to help adolescents 
postpone sexual initiation through training m assertiveness 
and responsible decision-making. V?e believe and teach that 
abstinence for teenagers is desirable for many reasons and 
certainly the first and best line of defense against contracting 
the AIDS virus. Our students are encouraged to "just say 
no" to many types of explor itation and negative peer pressure,, 
both sex and drug-related. However, we know that some students 



E[^C^6-A48 0 - 88 -6 



158 



are sexually active and/or drug users, and our AIDS instruction 
also addressees their need for life-savmg information. 

In the 1985-86 school year, staff began reviewing instructional 
materials on the topic of AIDS for use m the 10th qrade 
biology Human Life Education Program. The Human Life Education 
Program was identified as the place to begin because it has 
been successful in addressing controversial topics such as 
abortion and contraception. We attribute this success to 
the involvement of the community m program development and 
to the special training of our biology teechers to deal with 
value-laden issues. Secondly, the topic of sexually transmitted 
diseases as a maternal health factor already is included 
in the content of the program. It is in this context that 
AIDS has been discussed. 

As our staff screened print and visual media about AIDS, 
they used the following criteria: 

o TH.e material must be factual and up-to-date m describing 

- the nature of the disease, 

- how it IS spread, 

- the high risk populations, 

- how to avoid contracting the virus, and 

- how to avoid spreading it. 

o the material must address all risk groups rather than 
focusing on one or two such as homosexual males and 
mtraveneous drug users. 
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o The material must be sensitive to the developmental and 
emotional needs of adolescents. 

Some materials with good production quality were rejected 
because they did not meet these criteria or because they 
assumed sexual activity by the audience. 

In November 1986, the Human Life Education Review Committee 

was convened to review a variety of instructional media that 

most nearly met these guidelines. The committee — composed 

of parents, teachers, administrators, health professionals, 

clergy, and representatives of community organizations, approved 

the film "AIDS - What Everyone Needs to Know," by Churchill 

Films, and the print material: Facts About Aids and Understanding 

the Immune System , both published by the U. S. Department 

of Health and Human Services. None of the media materials 

used alone imparts the message which we rely on our teachers 

- and we hope parents - to get across: That sex for adolescents 

IS never "safe" - physically, psychologically, emotionally, 

or socially. 

On February 12, the School Board approved the AIDS instructional 
materials recommended by the Human Life Review Committee 
for use in the 10th grade biology program. The School Board 
also supported the committe'2's proposals that age-appropriate 
AIDS education be liicluded in the 7th and 8th grade health 
programs, and that high school students other than those 
currently in the Human Life Education Program be provided 
with instruction about AIDS. 
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High school administrators working with their school communities 
and staffs implemented this last recommendation this spring, 
HOW this occurred varied slightly from school to school, 
but in all cases there was notification to parents, use of 
approved materials, and a trained biology teacher presenting 
the lesson or available to answer questions. Health department 
nurses served as resources for toachers and were available 
for consultation with students and referrals for health services. 

The most important delivery mechanism for AIDS instruction 

in the classroom is the teacher. Since the last school year, 

AIDS information has been included in the Human Life Education 

Seminar, a required course for all biology tear' ors new to 

the county. Dr. John Bunker, Director of the Center for 

Health Promotion at George Mason University, and Carol Welcher, 

Epidemiologist with the Health Department, provided sessions 

during the semin . We are fortunate to have in our community 

experts so willing to give this type of sup^. rt to ocr instructional 

program. Our veteran teachers, alrear^v certified to teach 

Che Human Life Program, participated i ,hooi -based training 

sessions where they reviewed the newly .^proved materials 

and were provided with lesson plans and instructional strategies 

for teaching about AIDS. A packet of such resource materials 

was sent to each biology teacher. 

Other on-going staff development opportunities were made 
available to teachers on the topic of AIDC. In October, 
a graduate level course, "Introduction to the Immune System" 
was offered at George Mason University. Dr. Karen Oates, 
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Research Inwnunologist , worked closely with our science staff 
to include AIDS information. 

On March 11, 1987, biology, health, and social studies teachers 
and public health nurses were invited to an authoritative 
presentation on AIDS by Drs., Samuel T'^^er and Roy Widdus 
of Che National Academy of Science. The presentation was 
video-taped and made available to schools for training. 
Just recently, Carol welcher. Epidemiologist, FCPS Health 
Dej-Jirtment, was taped whiLe doing a presentat.ioa for biology 
students. This also will be a resource for teachers. Our 
staff will continue to seek out and provide access to experts 
on this topic foi our teachers. 

As a follow up to the School Board's recommendation, summer 
curriculum development will incorporate AIDS instruction 
in the 7th, 8th, and 9th grade healch curricula, with instruction 
beginning in the fall of 1987 after appropriate teacher training. 
In response to community inquiries, our staff also is looking 
for AIDS education materials suitable for 5th and 6th grade 
students. The questions, of course, are: What information 
is critical for younger students, and how can it best be 
presented? 

We believe that by providing ^ur high school students with 
AIDS informatior this year, and incorporating AIDS instruction 
into the health program at 7th, 8th, and 9th qrades next 
year, we will be reaching students at a pivota^ time in their 
lives - when they are beginning to make independent decisions 
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about lofe-style and values, and when they are prone to experiment. 

we also realize that the effectiveness of the schools' educational 

campaign is compounded if it complements the instruction 

and guidance being provided in the home. Parent education 

IS an important part of our effort, and students are encouraged 

to discuss the AIDS issues with their parents or other trusted 



adults. 



in cooperation with state officials, the Red cross brochure, 
information About AIDS fo- Parents ._o.l^ool -Aqed Children , 
has been mailed to parents of all students in grades 7-12, 
along with a letter co-signed by the Superintendent and the 
Director of Public Health, m this letter, parents were 
encouraged to view a state-sponsored program on AIDS which 
was rebroadcast on our l.cal educational television station. 

Fairfax County Public Schools, with the assistance of the 
Public Health Department, other agencies, and the community, 
will stay abreast of AIDS research and implications of this 
research for the instructional program. Our instructional 
stat£ will continue to review and update .nterials for our 
Health and Human Life Education Programs. Our commitment 
IS to provide students with the information and support they 
need to make informed and responsible decisions about their 
lives and the welfare of others.. 
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STATEMENT OF RICHARD GORDON, EXECUTIVE DIRECTOR, 
YOUTH DEVELOPMENT BRANCH, SEQUOIA YMCA, REDWOOD 
CITY, CA 

Mr. GrORDON. Good afternoon. My name is Rich Gordon, and I am 
the Executive Director of the Youth Development Branch of the Se- 
quoia YMCA in Redwood City, California. 

Ten years ago the community leaders on our Board of Directors 
decided that oxir YMCA needed to take a very different approach 
in our work with young people and, to that end, we established a 
branch which works specifically with teenagers who experience 
problems. We serve runaway and homeless teenagers through two 
shelters. We have a long-term residential facility for emotionally 
disturbed adolescents. We do outreach work. We do crisis counsel- 
ing. We work with teenagers who are experiencing drug problems. 
1,500 teenagers per year come through our facility. 

We're located in a suburban county, half way between San Fran- 
cisco and San Jose, and in this suburban community we do experi- 
ence problems with our teenagers. We have our share of runaways. 
We have our share of teenagers with drug problems, and when we 
learned from our local health department that we had at least 7 
teenagers who had tested positive to exposure to HIV, we felt we 
also had a problem when it came to AIDS. 

We knew from some of the general information about adoles- 
cents that their behaviors put them at risk for AIDS, but we knew 
even more so that the specific population of young people that we 
dealt with in our programs were even more at risk to exposure to 
the virus. We were aware that these are young people who are 
more likely to be involved in sexual experimentation and drug use. 
Our runaway and homeless youth may be involved in juvenile pros- 
titution, drug sales. Youth who have been sexually molested and 
are placed with us may be sexualized and more apt, therefore, to 
become involved in forms of sexual experimentation. 

We also knew that when these young people were sheltered or 
incarcerated in runaway facilities, juvenile halls, and detention 
centers; that they were often placed in same-sex facilities where 
there may be increased homosexual activity or even homosexual 
rape. 

One further issue concerned us tremendously about this popula- 
tion, and that is the fact that this group of young people are least 
likely to be in school. In the State of California we have a 31 per- 
cent drop-out rate in the general school population. Among our 
runaway and homeless youth, 50 percent of those who come into 
shelters in California are not in school. Most of the AIDS education 
programs that were being devised by the State of California were 
earmarked and being developed for school-based education. We f6lt 
that, unless there v/ere some alternatives to reach those youngsters 
who wei:e runaways, who were homeless, and who were in deten- 
tion facilities— that most at-risk part of our adolescent popula- 
tion—that we would be at tremendous danger in terms of the 
spread of the disease among young people. 

And to that end, oar community board of directors approved sub- 
mission to the State of California of a grant proposal to develop a 
curriculum fo* AIDS prevention education for young people in 
these kinds of facilities. 
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We began the project last fall. We have done pre and post-tests 
with a pilot group of 150 young people and discovered chat there's 
a 28 percent increase in knowledge over the time they are first ex- 
posed to the education. We are now in the process of completing a 
3-month follow up with these young people to determine how much 
of the knowledge and information they have retained. We have 
modified our curriculum based on our initial experience with the 
first 150 young people and have, for the balance of this fiscal year, 
been implementing a revised curriculum in all of the juvenile fa- 
cilities in our county. We are now making that revised curriculum 
available to over 300 you*h-serving agencies in the State of Califor- 
nia. 

This curriculum has been designed to meet the specific needs of 
the institutional setting. In school settings young people have longi- 
tudinal contact with toachers. When questions emerge for them 
over a period of time, there is someone they can go back to and 
raise that question and get an answer. 

In the institutional setting, with these young people, we may 
have only one chance at getting the message across. 

We know from health education in general, and ^rom the specific 
experience of AIDS education in San Francisco, that it may take 3 
or more times of hearing a message about AIDS before it be^ to 
sink in. Since we only have a one-shot chance, we at least try to 
present our information in three different modalities. So, we do use 
lecture. We do use a videotape and, finally, we distribute to each of 
the >oungsters a little wallet card that they can take with them 
that has information about AIDS and how to prevent exposure to 
the virus. The card also has tht advantage of including an "800" 
phone number where they can call for additional information 
should questions occur later. 

We do build into our curriculum time for question and answer. 
In the mstitutional setting, youngsters are often afraid to ask ques- 
tions about sex and drugs because those questions may lead to 
sanctions in the institution. So, we've structured the question and 
answer in a way that they can raise their questions anonymously. 

Because we are a YMCA, we come from a value oriented place in 
the work that we do with young people. We value family and in 
our programs the emphasis is put on trying to reunite parents and 
children who are runaways. We try to do everything possible to 
strengthen, support, and encourage the family. But, we're aware 
that this approach doesn't always work. 

We do talk about abstinence in our program. That's from our 
value base; but because we know that it doesn't always work with 
young people, we are also very frank and very candid about risk 
reduction to exposure from AIDS. We use a condom demonstration 
in our cuniculum and actually demonstrate to youngsters by plac- 
ing a condom over the finger of the instructor's hands how con- 
doms are to be used. 

We Also talk about drug use. We know that in our community we 
don t have, according to local officials, a high rate of IV drug use 
among our youth. I personally am more concerned about some of 
our high school athletes and football players who are sharing nee- 
dles for steroid inj.^ction than I am about young people in our com- 
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munity injecting heroine. However, we do talk frankly about how 
to dean IV drug works or needles and make them safer. 

also talk about the fact that you could just say no to drugs. 
We point out that any kind of "recreational" drug or alcohol use is 
more likeiy to make you forget to use safe sex, if you are engaging 
in sex. we do talk very candidly, even though we do stres? the 




years 

get through. It's important, therefore that we have both messages 
together the accurate information ana the value base. 

We don't have information to date on behavior change as a 
result of our wiucational eflbrts. We do however, have anecdotal in- 
formation which t?lls us that our message is getting across to 
young people. 

We ve also worked very hard to train the institutional staff, and 
we see this as critical. The staff of the institutions are there after 
our presentation is over. They need to have factual information. 

Staff in youth institutions and runaway shelters can do an awful 
lot to rad.uce fear. They can make sure that in the institutional setr 
ting that those behaviors that might expose youngsters to risk is 
controlled. Such controls would include enforcing the standard^ 
usual practices of institutions, such as not allowing youngsters to 
engage in sex or use drugs. Staff can make sure that some common 
institutional practices, such as sharing razors for shaving or nee- 
dles for tatooing, are curtailed or elimi^iated. 

We provide the institutional staff with resource lists of local 
AIDS agencies. We have found these people to be incredibly willing 
to work with youth service providers to make sure that current, ac- 
curate information is available. 

I would suggest in conclusion that there are some things, that the 
Federal government can do in terms of adolescents and AIDS. One 
of them is, and probably most important, to keep in mind that we 
do have to deal with runaway and homeleoS youth as part of our at 
risk youth population. The Federal government does fund a netr 
work of runaway and homeless youth shelters. Those shelters could 
be encouraged, in fact, could be mandated to provide AIDS educa- 
tion in cooperation with local AIDS organizations in their commu- 
nities. 

Secondly, standards for non-discrimination could be promulgated, 
so that young people and staJf in institutions do not experience dis- 
crimination on the basis of their antibody status or diagnosis. 

And, finally, educational funding, should it be developed at the 
Federal level, nee^'^s guarantees that it does not only go to school 
settings, but that it is targeted to a most vulnerable group of our 
young people — those young people who are not in school, who have 
run away, who are homeless, who survive c i our streets through 
prostitution and drug use, who are in and out of our various youth- 
serving facilities and institutions, and who are most at risk. We 
will n^ special efforts to reach them. 

Thank you for this opportunity to appear. 

Chairman Miller. Thank you, Mr. Gordon. 

(Prepared statement of Richard Gordon follows:] 
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Prepared Statement of Richard Gordon. Executive Director, Youth Develop- 
ment Branch, Sequoia Young Men's Christian Association, Redwood City, CA 

Mr, Chairman and Members of the Conoittee, 

My name is Richard Gordon and I an the Executive Director of the Youth 
Development Branch of the Sequoia YMCA in Redwood City, California. 

Ten years ago the local community leaders on our Board of Directors decided 
that the traditional YMCA approach to youth work needed to be revised to more 
adequately serve the changing population of young people and families. The 
Youth Development Branch was established and today we serve 1,500 teenagers and 
A^i^Jn i^^^^f ? annually. We operate a juvenile court diversion program for 
delinquent offenders, two shelters for runaway youth, a drop-in center for 
homeless youth, and a long-term residential treatment center for vouth who are 
victims of child abuse or have emotional problems. This Fall we vlll open a 
therapeutic day school for high school students with emotional disturbances 
which make it impossible for them to be served in a regular educational 
setting. 

Our staff includes licensed counselors, psychologists, social workers and 
trained volunteers. These individuals provide outreach services, crisis 
intervention, group and iuJlvid-ial counseling, family counseling, drug abuse 
counseling, preventive education, end residential services. In our work we 
emphasize the importance of family involvement. The goal of our runaway 
shelters is to reunite children and parents. We use a family counseling 
approach in all of our programs. Only when the parents are completely 
incapable of involvement with their children do we serve the ycjigster alone. 
When necessary we are '.-iiling to become the parent of lest resort. 

Our YHCA serves San Mateo County which is a suburban connunity on the peninsula 
between San Francisco and San Jose. We have a population of 600.000 persons 
with . ten percent of those being teenagers between the ages of 12 and 17 
Demographic data from the anonymous HIV tecting prograu in our County reveals 
that there are seven teenagers with a positive AIDS antibody status. 

As an agency involved with the well-being of young people, we became concerried 
at en early point about the impact of AIDS on adolescents. We felt that the 
disease was hitting in waves with gay and bisexual men being the first wave and 
intravenous drug users being the second wave. We felt that adolescents were at 
risk for becoming the third wave. This belief stemmed from the fact that 
adolescents are noted for being engaged in a heightened degree of experimental 
behavior. Such behavior may be expected for individuals whose current 
developmental task includes the establishment of values and identity which is 
increasingly autonomous with regard to their parents. This task involves 
S«f^?"oS f!"^ experience with a number of value, ideological, and behavioral 
styles which are "tried on" and then ultimately retained or diacarded. In 
addition to such psychological developments, physiological developments 
i^ch 2^npr?«!m K^'?"^*" /"^ hormonal cUnges create a circumstance in 
n^inLo!^^ i behavior is the norm. Consequent.'y, adolescents have a 

propensity for experimentation in the areas of sexual be.iavior, drug use, and 
alternative life styles. Adolescents also believe that they are invulnerable 
and cannot experience death or debilitating illnesses. 
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While we were concerned about the adolescent population in general, we were 
even Bore concerned about the population that we served in our programs. The 
Juvenile delinquent, the runaw/, the homeless youth, and the victim ot child 
abuse are even aore at risk to exposure to the AIDS virus. These youth are 
more likely to be involved in sexual experlaentation and drug use. Runaway and 
homeless youth may be involved in Juvenile prostitution and drug sales. Youth 
who have been sexually molested becooe "sexualized" and are more likely to be 
involved in sexual activity. When these young people are sheltered or 
incarcerated in runaway facilities. Juvenile detention centers, or protective 
group hoBes they are often in same sex facilities where there may be increased, 
hooosc^ual activity or homosexual rape. 

One urthcr issue concerned us about the population we serve and that was the 
fact that they are not often in school. In San Mateo County we have a school 
drop out rate of 18Z. The drop-out rate in the State of California is 31Z and 
in a study of youth in California runaway shelters it was determined that 
are not in school. Aware the- the plans for AIDS prevention education in the 
State of California were focusing on school based strategies, we became 
concerned that th£ youth population most at risk would not be participating in 
educational prograii^. 

The Sequoia YMCA Board of Directo'-s authorized the submission of a request for 
funding to the State of California for an AIDS Education Project" for Sheltered 
and Incarcerated Youth. The goal of the project was to develop a prevention 
curriculuB specifically designed for youth in institutional settings and to 
provide training for the staff of those institutions in San Hateo County. 

An initial curriculum was developed based on input from an advisory panel of 
medical, health education, and public education experts. The curriculum was 
tested with 150 youth in a pilot phase and then revised. During the pilot 
phase of the project a pre- and post-training test was distributed to assess 
competency in AIDS information. The youth in the pilot phase scored an average 
of 67X correct on the pre-test. Youth trained at the end of the pilot phase 
scor-d better than youth at the beginning which we attribute to heightened 
awareness about AIDS in the general population brought about by escalating 
media attention and the positive impact of the Surgeon General s report. On 
the post-test, 89Z of the youth demonstrated a 75Z oinimum competency rate. 
One problem with the pre- and post-test was the fact that a portion of the 
youth in the pilot phase were functionally illiterate and could not tully 
complete the written test. There was no mechanism for a non-written test. We 
are now in the process of completing a three-month follow-up with the pilot 
phase youth to assess retention of the information. 

The revised curriculum has now been presented to an additional AOO young people 
in San Mateo County *s Juvenile facilities including the Juvenile hall and boy s 
reform camp run by the Probation Department, the Children's Shelter and foster 
homes run by the Department of Social Services, and the runaway shelters 
operated by the YMCA. In every setting we have found the young people very 
anxious about the disease and very interested in getting factual information. 
The most common misperceptions about AIDS which were held by these young people 
were that the virus can be casually transmitted and that it only affects gay or 
bisexual men. 
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^ttinS ir JZ.^^^^H'^f " ^^J^^^^ °f '^he institutional 

^li^^' f ? ^ settings, youth aay be educated longitudinally over a 
''^ ^ '^''^^ ''^"f relationships with teachers should additional 
questions occur after an initial training. In the institutional sotting, youth 
are transient and there may be only one opportunity to provide infornation and 
Fr««rfS^ !I iT"! follow-up discussion. AIDS educators in San 

Francisco believe that educatior.al messages about AIDS need to be heard three 
or more tines before they are understood. Our curriculum presents thr Hasic 
information during one session in three modalities: lecture, video, and a 
hand-out wallet card. The wallet card includes an "800" telephone nuib^r so 
that a source for response to later emerging questions is made available. 

Time is built into the curriculum for question and answer. The youth are given 
an opportunity to submit written questions so that some of their concerns iighL 
remain anonymous. Institutional youth are more afraid to reveal themselves due 
to peer group proscriptions against appearing vulnerable as well as negative 
sanctions by the institution for admitting sexual tctivlty and drug use. 

^e curriculum includes a discussion of abstinence as it relates to sexual 
activity and drug use. Recognizing that this measage is not likely to be well 
received by a population which has already been heavily involved in 
S'^'^Sl^l^t !! tal" very frankly about Msk reduction? 

i»P»<:t of multiple sexual partners. We discuss condoms and we 
demonstrate how to apply a conJom by having our instructor place a condom over 
three fingers on his/her hand. •-ouMom over 

Local drug abuse service providers tell us that the number of youths using IV 
drugs in omt suburban county is relatively low. Probably the group of youth 

J^f II i"f«f"°V^° "^^''^^ ''iSh school football players 

and other athletes who share needles for steroid injection. We discSss the 

T ^^^^ substances impair judgement 

potentially leading to additional lisk taking behavior. Given the 
inatitutio'.al population we do describe methods to clean intravenous needles. 

t !!°K "f ^^^^ ""^S" statistical data on the effect of this curriculum 
™n„rt i° anecdotal information from facility staff, who 

Ih^t following the presentations there are fewer misinforied co^enlls 

ro^rfL, , ^"l increase) questions about the availability of 

condoms, especially from females. 

One other important aspect of our work has been the education of the 
institutional staff. To da.-e we have certified 46 staff in San Mateo County 
juvenile facilities to provide this AIDS prevention education TrtJneds™« 
T^.,I V, °" i°P°'-ta"t role in reducing AIDS related hysteria and fear in an 
institution and can serve to provide additional information when follow-up 
? SJuM„n°""f^"""* ?l guarantee that thu 

M Mhi«no T ^If-. '■e'>"="°"v Staff can reinforce institutional rules 

pi hibiting sexual activity and substance use to guarantee that high risk 

™Mon. 'S^"" ^^"^ not occurring in these facilities. Leral 

precautions regarding sanitation are effective g.ven that AIDS is 
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transmitted caaually. Staff can nake sure that coosoon institutional practices 
of abating razors for shaving or needles for tattooing are curtailed to reduce 
the risk of blood to bloo(^ transsdssion of the virus. 

Vhen ve have trained staif we have also provided theo with a list of local AIDS 
resource agencies. We have found these agencies very willing to cooperate by 
sharing the latest available inforcation and expertise. This provides staff 
with a back-up for issues and questions which they oay not be able to handle 
after their training. 

We are now coaplcting an /IDS Non-Discrimination Policy which will assure that 
in our own facilities there is no discrimination based on HIV antibody status 
or AIDS diagnosis. We believe that isolation and separation of those infected 
la poor treatment and unwarranted. The precautions that need to exist to 
eliminate the spread of the .nfectlcn can be taught and are the responsibility 
of all individuals in an institution. 

In conclusion, I would respectfully suggest to this Conodttee that there rre a 
number of things that could be done at the federal level to assist in AIDS 
prevention work with adolescents. Fir at, federally funded youth programs such 
as the network of Kunaway and Homeless Youth Shelters should be encouraged to 
work cooperatively with local AIDS organizations to develop prevention 
education for youth in such programs. Standards for non-discrimination should 
be promulgated. Educational funding should be offered for efforts specifically 
aimed at high risk adolescents. Host importantly, in planning and preparing 
for AIDS education it must always be remembered that a high percentage of our 
young people will not be reach jd through traditional educational venues. Young 
people who are not in sch'jl, who have runaway, who are homeless, who survive 
on the streets through prostitution and drug use, who are in and out of our 
various youth shelters ^^nd institutions are most at risk and we will need 
tinique and special prevention efforts to reach thea. 

I thank you for this opportunity to appear oefore you. 
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STATEMENT OF WAYNE C LUTTON, PH.D., RESEARCH DIRECTOR 
COALITION FOR PUBLIC HEALTH, MANITOU SPRINGS, CO ' 
Mr. LinroN. Mr. Chairman and members of the committee, since 
you already have a copy of my testimony, I won't re-read what you 
have before you. I gave a corrected copy to a member of the staff 
this morning. I would just like to highlight a couple of points, how- 



ever 



^ It needs to be remembered at all times that AIDS is still, essen- 
A??;?* ciisease of adults, we know that some children do have 
AIDS. I have an attachment to my corrected or updated testimony 
from the latest CDC Weekly Surveillance Report, giving figures on 
the number of AIDS cases among children. 

Less than 1 percent of AIDS cases among children are babies. Of 
course, these are infants who have been infected by adults who 
have the disease. From the age of 1 through 19, zero percent, and 
of those teens who do have AIDS, 96 percent of them have been 
mfected by adults. Four percent of the cases among teens are of un- 
determined origin according to the June 8th weekly CDC Surveil- 
lance Report. It has been reported in the press that many of the 
undetermined cases are teens who have had sex with drug push- 
ers. So, I don't think that we should lose perspective on this, al- 
though the hearing deals with teens and AIDS, 

What needs to Is dou3? Well, I agree that AIDS education is 
n^ed, but if the wrong information is given, then the education 
effort i£ bound to fail. 

With this in mind, I think the committee would be advised to 
iii^te the Department of Education to prepare a whatrworks study 
m the area of AIDS and sex education. The Department of Educa- 
tion has already prepared what-works information in the areas of 
drugs and disadvantaged students. 

What they have done is surveyed programs and given case stud- 
ies on the topics of drug education and disadvantaged students and 
Shown the sort of programs and information that works; that does 
address these problems. 

And what Fd like the committee to do is request that the Depart 
nient ot Education do a study in the area of AIDS and sex educa- 
tion. This would be a positive measure, providing useful informa- 
tion to educators and the public, and one of the aspects of it, too, is 
that the staff is already available and, basically, the only cost is 
that involved m printing the findings. So, that's a positive thing 
the administration— the Education Department— has done in other 
areas which should be done in the area of AIDS. 

Let me address another point that I think needs to be dis- 
cussed—the issue of the use of condoms as equating with safe sex. 

As was mentioned by Dr. Robert Redfield in hearings here in 
Washington vithin the last couple of weeks, during vaginal inter- 
course, condoms fail 17 percent of the time. Now, I don't ^hink any 
of us who use airplanes would feel it was safe transportation, or 
even safer transportation, if there's a 17 percent chance that our 
plane would go down. And in the case of AIDS, what you're talking 
about is almost a 1 in 5 chance of failure during vaginal inter- 
course. 
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Now, during rectal intercourse, according to a study published in 
The Lancet, the leading British medical journal, condoms fail in 
rectal intercourse up to 50 percent of the time. This was a study 
done among prostitutes who, presumably, are expert in various 
techniques and who should know how to practice safer sex. But in 
tectal intercourse among prostitutes, this Lancet study showed that 
they break up to half the time. 

So, while I welcome efforts to reach young people, I think that 
we need to dispatch with this notion that condoms are safe. Safer 
than what? You have a 1 in 5 chance during vaginal intercourse of 
failure and, of course, the AIDS retrovirus is 500 tunes smaller 
than sperm. So, it doesn't take much of a tear or slippage or what- 
ever to risk infection. 

What are some things that could be done in a positive way in 
terms of education? Well, as has already been discussed by a 
number of people today, it should be pointed out to young people 
that anyone who engages in sexual activity, in or out of marriage, 
is at risk from any partner who has had other sexual experiences, 
and the public schools— I think everyone is in agreement— public 
schools should teach children t.xat the only truly healthy sexual be- 
havior is abstinence until marriage. 

But beyond that, I think an efficient and inexpensive means of 
reacWng school chUdren with information about AIDS would be for 
teachers to give responsible information directly to parents. There 
is always the question about clinics and controversy about materi- 
als used in sex education classes, and I think a very efficient and 
direct way of getting this information to parents is for teachers in 
a parent-teacher meeting setting to provide information to parents, 
and then the parents or parent, or guardian, can give that informa- 
tion to their teenagers in whatever fashion and setting is most in 
keeping with their own family situation and their own values. \nd 
I think this would eliminate the risk of offending the sensibilities 
of parents, children, et cetera. A copy of all public school materials 
dealing with AIDS and sexuality should be placed in local public 
libraries so citizens can have easy access to them. 

And I would like to commend Dr. Koop for his testimony early 
this morning which I would hope that future material generating 
from the Surgeon General's Office would reflect the kind of infor- 
mation and values that Dr. Koop presented today. 

And, lastly, as I said just a few moments ago, I think as we talk 
about education for teens on AIDS, the fact is that the disease is 
raging on, and what we need to really be focusing on is the chal- 
lenge faced by our society today of how to protect the as-yet unin- 
fected from the already infected in order to stop the spread of this 
deadly disease. 

Now, I have some experience in the area of the history of dis- 
eases, which I have lectured on at the college level and, frankly, no 
disease — prior infectious disease in history— has ever been com- 
pletely stopped by a program of education. With previous serious 
infections what society has done to cope with these diseases has 
been to find out who has the disease and then teke whatever meas- 
ures are necessary to prevent the infected from cont.iminatizig, 
risking the health of the as-yet uninfected, and I think this needs 
to be kept in mind whenever we discuss AIDS. Thank you. 

[Prepared statement of Wayne C. Lutton follows:] 
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Prepared Statement of Wayne C. Lutton, Ph D., Research Director for the 
Summit, Manitou Springs, CO 

As was clear fror the Third International AIDS Conference, 
which convened here t.ie first week of this month, there is 
no good news on the AIDS front. 

The CDC estinates that at least 1^ million Americans 
are currently infected with AIDS, although the actual number 
may be much, much higher. At first it was estimated that some 
20% of these would eventually develop full-blown AIDS. That 
forecast has steadily increased. Dr Roy Schwarz, chairman of 
the American Medical Associaticn Task Force on AIDS, points 
out that, "There is no reason to believe it will be less 
than 100%." 

All persons with AIDS are infected and infectious 
for the rest of their lives. AIDS ciay develop anytime 
after the original inf ection--p'?rhaps 15 years or more 
after the initial time of infection. Most of those 
infected with AIDS do not know they are infected. 

There is no cure or vaccine for AIDS or for any of 
the strains of the virus already identified. Because 
o*" the genetic "intelligence" coded into the virus, plus 
Its ability to mutate and change into something different, 
depending in part upon the cell it attacks, the »>ossibility 
ot an antidote becomes daily more remote and may h.i/e to be 
excluded altogether (cf. Stefi Weisburd, "Will There Be an 
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AIDS Vaccine'^" Science News . May 9, .987,, pp. 297-299). 

According to che Centers for Disease Control, of the 
persons who have AIDS: 74% are male homosexuals and bi-sexuals, 
17% are intravenous druguseio, 3% got AIDS from transfusions 
of infected blood (including hemoph^iacs) , and 4% got AIDS 
from heterosexual contact. Of the 36,514 leported cases 
(cf. the CDC AIDS Weekly Surveillance Report of June 8, 1987) 
some 511 are among children. 78% of the AI DS-inf ec ted children 
were born of at least one pa»ent with or at risk of having AIDS. 
18% are hemophiliacs or have acquired AIDS from transfusions 
or tainted blood components. 4% of the child cases are listed 
as "undetertpined , " but are believed to be largely Black and 
Hispanic teens who have had sex with IV drugusers. 

Clearly, then, AIDS is essentially an adult disease. 
It IS most prevalent among identifiable groups of adults, 
namely homo-and-b i-sex lal males, and IV drugusers. It is not 
a disease that originated among children, nor is it a disease 
that IS being spread by children to any noticeable extent. 
As New York City's health commissioner,, Dr Stephen C. Joseph, 
recently warned, "there are 500,000 people in the city who are 
infected with the virus," which approximates one in every ten 
adults . 

AIDS education is needed for both adults and children. 
But if the wror.g information is given, the education effort 
IS bound to fail. With this in mind, there are proposals that 
education efforts center on the infoijaation and recommendations 
contained within U.S. Surgeon General C. Everett Koop's Report . 
issued last October. I feel that this would prove to be a 
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very serious mis* ike. As I have outlined in my review of 
The Surg, n General's Report on Acquired Immune Deficiency 
Syndrome ("Hazardous To Your Health," National Review . 
January 30, 1987, pp. 54-56) Dr Koop's Report contains 
a number of serious factual errors. And his solution to 
the AIDS epidemic, a program of education and the wide- 
spread use of ccndoms, will to little to halt the spread 
of the disease. [Members of this Committee will receive a 
copy of r/ review of Dr loop's R epor t . 1 
What, then, needs to be tone'' 

First, Dr Koop's Repor t r'^oald be withdrawn from cir- 
culatio-^ a d a new Report be t^ommissioned wh-«ch is based on 
t e latest medical research and which does not make the pre- 
posterous claim thai the use of condoms equates with "safe 
sex." Wnere Ai""* ^s present, there simply is not such thing 
as "safe sex." [Condoms have been fo.ind to "fail" xn hetero- 
sexual intercourse up t.o > 0% of the time, although a ^ecent 
study by Dr Robert Red^'ield of the U.S. Army reports a failure 
rate o"" 17%. During anal intercourse, condones are reported 
to fail up to 50% of the time (cf. "HTLV^III Antibody in 
Prostitutes," The Lancet , Dec. 21/28, 1985, p. 1424)) Wrong 
information about AIa)S will cause further deaths, rather than 
prevent them. And the responsibility will be a grave ono. 

Second, with regard to teenagers, they should be informed 

that : 

**Everyone who engages m sexual activity, in or out of 
marriage, is at risk from any partner who ha shad other 
sexual experiences. 
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*«Public schools should teach children that Che only truly 
healthy sexual behavior is abstinence until marriage. They 
should be taught to say 'No* to promiscuity, just as they 
should be taoght to say 'No* to drugs and alcohol. 

**In the face of what we know about AIDS, about iiow it is 
spread, and by what sort of activity, schools should not teach or 
facilitate 'value-free" soxual acts, just as they should not 
teach "safe" nethoas of sel f-administering intravenous drugs. 

**School should not be a party to approving behavior that 
IS unhealthy, possibly illegal, or may incur financial liability 
because of damages from disease. With this in mind, public 
schools would not be advised to install "medical facilities'* 
that could d istr 1 bu te , presc r 1 be , or recommend "safe sex" 
devices, or refer minors to "clinics" that distribute this 
sort of mfornation or devices. 

**Public schools should not use material^,, services, or 
personnel of organizations that are currently involved m 
so-called "safe sex" education, such as a number of the 
groups Dr Koop urges members of the general public to consult 
for additional information about AIDS. 

**An efficient and inexpensive means of reaching school 
children with inf oraa*; ion about AIDS would be for teachers to 
give responsible information directly to parents, as m a 
Parent-Teacher meeting sort of setting. Parents can then 
transmit the information to their children in ways they ^mc* 
most satisfactory. This should satisfy the need both for 
education and not run the risk of oflending the rights and 
sensibilities of parents and Lheir children. 
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'**A copy of all public school materials dealing with AIDS 
and sexuality should be placed m local public libraries so 
citizens can have easy access to them. This should be 
done voluntarily by the schools, ordered by the school boards, 
or mandated by state law. 

Unfortunately, .nuch of the discussion, and ma-^y of the 
proposals about how to approach AIDS have b :n made by people 
who are currently amons the most infected and most likely to 
become infected la the future. 

Our society faces the challenge of how to protect the 
as-yet uninfected from the already infected in cder to stop the 
further spread of the deadly disease. We have already witness3d 
instances of where the rights of someone who is infected has 
caused others to risk infection with AIDS (I am thinking of the 
recent case in Baltimore, Maryland, where medical rescue personnel 
were not informed that a woman who had been wounded by an arrow 
was infected with AIDS). In this context, then, the rights and 
interests of the uninfected must be given first consideration. 



WrtYNE C. LifTTON, Ph.D.,^ is currently research director for 
The Summit, (P.O. Box 207/935 Osage, Manitou Springs, Colorado 
80829, ph. 303-685-9103) and was recently appointed research 
director of The Coalition for Public Health (P.O. Box 16224, 
Alexandria, Virgini 22302, ph. ^03-931-9099). He has written 
on public policy aspects of disease contiol, lias lectured on 
the history of science at the college level, and -s co-author, 
with David Noebel and Paul Cameron, of thr book, AiI^S: Acquired 
Immune Deficiency Syndro me (2nd, revised edition, 1987). 
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Appendix II 

BOOKS ART^'MANNERS 



HAZARDOUS TO YOUR HEALTH 



Wayne Lutton 

The Surgton General's Report on Ac 
quired Immune DeflcUtiey Syndrome, by 
C Everett Kocp. MD, ScD (US. De- 
partmeM of Heitltk and Hunan Seryices, 
36 pp.t free to the public) 

RECEKT DEVELOmEim 00 the AIDS 
I 



lystem (T) celU, but ilsc neural cells 
in Ibe brain. As the AIDS virus mu* 
tales. It will be ible to lofect any cell 
to the body where i specific surface 
receptor proleio ts present (Cetl, Nov. 
7, 1986). 

And while the public is bexog as* 
tured that an AIDS vaccine may be 
only five years away, medical research- 
ers believe that if therapeatvc drugs 



L froat a^s not escoora|in^ Id late 
October. The New England JounuU of are developed, drug-resisunt 
Afedicir reported ibat the AIDS virus strai&s of the AIDS viruses 



can cause new types of fatal diseases 
by tnfectinf patients already carryiag a 
related virus. In November* rhe di:- 
oovery of iw'o oew AIDS-causing virus- 
a was rr/ealed, both of which can 
escape detection by the existing AIDS 
blood tcrt (New York Tunezt Nov. 7 
and Nov. 20, 1986). And the Journal 
of the American htedlcal Assodatlon 
reported that, despite explicit notifica- 
tion that they should not donate blood, 
some "hiih-risk" AIDS am'ers a/e still 
doing so. 

Strictly spealring, it is do longer ac- 
curate to uftt to AIDS as limply an 
**immune-de6ciency** disetn^t since the 
viruses an attack not ca\y i&imune- 



Wapie iMim is cn the staff 9f The Sum- 
mil. SfanUQu Sprinp. Coh*cdo, a/ui Is 

the eo'cutker, wltn Darid Noebel and Paul adfflitfkJ that he was **very, very pleas* 
Ccmero\ of AIDS Acquired Immuce Dc- tDlly Su/prtsed.** 



will emerge. Dr. David 
Cohn of Denver Disease 
Control advises that **tt's 
basically uDrealtftic" to talk 
about a cure for AIDS: 
"Because of the unusual 
way the AIDS wrus mulii- 
phes within tL lymph cells, 
every can potentially be a differ- 
eat su^tn." 

The Surgeon General's Report on 
AIDS was released on October 22. 
1986, and immediately elidted warm 
praise from the New York Times, 
"Hme, and Newsweek. H was met by a 
chorus of approval from The Advocate 
aDd other leaders of the homosexual 
"community." Jeff Lc i, executive di- 
rector of the National Gay and Lesbian 
Task Force, gushed* 'I thought it was 
very good. It takes a responsible and 
important position in favor of e<'uea- 
tion . . . It 'S not homophobic " And 
Gil Gerald, director of the National 
Coa!.tion of Black Lesbians and G«ys, 




Cctcacy ^vtsdrome (2nd. revised edition. The 
Summit, imj. 



Conservatives who uave applauded 
D: Koop's p/evious pubhc stands on 
abortion. Baby Doe. and cigarette 
smoking are likely to expettence a 
. deep sense of dtfrnay-^mdeed of be- 
trayal—once they beco.'ne familiar with 
his work 00 AIDS The Report con- 



Uins a number of serious factual er- 
rors and omissions. Koop's so-called 
strategy for containing AIDS— a com- 
bination of sex education for children 
and the use of coDdoais-~has the po- 
tential for causing incalculable harm. 
Limitations of space permit the cita- 
tion of only a fcv/ instances:. 

"AtthOBZh the AIDS virus has been 
found in tears and sattva, 
no fntanee of transmission 
from Jiese body fluids has 
been reported {p. 25). 

Dr. Jerome Groopman of 
Harvard and Dr. Robert 
Gallo of the National Can- 
cer Institute (and the co- 
discoverer of the onginat 
AIDS virus) reported tn a 
leading British mrdical journal. The 
Lancet (Det 22/29, 1984 (IJ) that 
saliva was the mode of transmissioa 
from a man -;/ith traflsfusion-acquired 
AIDS to his wife. Dr. Wtllum Hasel- 
tine of Harvard Medical School re- 
marked: "Anyone who tells you cate- 
gonc^lly ihat AIDS is not contracted 
by saliva ts not telling /ou the truth" 
(New York Times, March IS, 1986). 

There is no danger of AlDS-vlrus In- 
fection from nslting a doctor, dentist, 
hospital hairdresser, or beautician. . . 
You may ksi^e wondered why your 
dentist wears gloves and perhaps a 
nask when treating you. This does not 
mean that he has AIDS or that he 
thinks you do. He Is protecting you 
and himself from hepatitis, common 
colds, or flu" (pp. 22-23). 

A definite danger exists of AIDS in- 
fection from any heAlth<are provider 
engaging in invasive Drocedu.-c5. On 
November IS, 1985. and again on 
Apiil II, I9S6. the federal Centers for 
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Disease Cootrcl (COC) teued recom- 
mcjKJiUonj for ptevzauai treasmission 
of AIDS between dcotijls «nd their 
p^Ueotj, iodiKlioi ^ wcarioi of 
{loves and otsks. These recommcodi- 
tioas bive bcco widdy «dopted 

*'Errrxde/ UrOig doa tun yrexa! my 
risk of infection. You unnot gel AIDS 
from casual soda! conlact" (p. 2\\ 
"We know that famUy members lirlng 
^fith indirlduals who hare the AIDS 
fins do not become 'eaed except 
though sexual contact i^). 13). 

Dr. Koop issued tbe above sutcaest 
foore than • mootb after (he second 
doaunested case cf noo-texual within- 
(amOy transmission of AIDS was re- 
ported in The Lancet (SepL 20. 1986). 

"The first cases of AIDS were reported 
in this country in 1981. fVe worJd 
know by itow if AIDS were passed by 
casual, non'Sejoial contact" (p. 5). 
"Couples who maintain mtztuaUy f^h- 
fu! monogamous retaiionshlps are pro' 
teaed from AIDS through sexual trans- 
mission. If ycu haft been faithful for 
at least fire years and your partner 
has been faithful too. neither of you 
is at risk. . . . This is true for both 
heurosextial and homosexual couples" 
'ip 16). 

Elsewhere in his own Report, Koop 
ooocedcs that "ll is difficult to predict 
the number who will develop ARC 
[AIDS-relitcd complex] or AIDS be- 
cause symptoms sometimes take as 
long as nine years to show up" (p. 12; 
emphasis t^Med). Medtcal researchers 
acree that tbe AIDS viros appeared in 
the U-S. about 1 1 years ajo, which is 
why tbe CDC in 1985 »sked all male* 
who had had even one homoscxiul en- 
counter within the previous ten ytm 
oot to donate blood. Researchers also^ 
believe that the AIDS virus may in- 
cobate 15 years, or lonter. before the 
ooset of dmical manifestations of dis- 
ease. As Washinfton. D C, neurolocist 
Richard Resttk caoUoocd. *TT>e incu- 
b*;ion period is sufficiently lentthy to 
cast doubt on any proclamations, no 
uutter how scemin{ly authoriutive, in 
retard to the transmissibtltty of the 
illness.- 

"Some personal mecsura are adequate 
to *afe!y protect yourself and others 
from infealon by the AIDS virus. - - - 
Jfyeu test positive or If you engage In 
high-risk aetlrltles . . . you must pro- 
tea your partner by always using a 



rubber (condom) during (start to finish) 
sexual intercourse (vagina or rectum)" 
(p. 17). 

For anyone taking his adnce. the 
cofiscqocnccs may be fatal. Cocdoms 
cao break. They fail approximately 10 
per cent of the time in vaginal inter- 
coorsc Dorint rectal tnterooune, con- 
doms may rapture up to half the time. 
Such devices are oot even (varanteed 
to prevent pregnancy By advtsms pc»- 
that sex is ufe where AIDS is 
present— if only they ttse condoms — 
Dr. Koop may be jailty of m'tudnf 
people to enf a^ in dangerous— per- 
haps lethal— behavior. WbeU>er or not 
Koop's ttUerxnces constitute cnminal 
nctlifence. or even implicate him as 
an accessory to murder, is an intn- 
tuinf legal question. 

"Education of those who risk infecting 
themselves or infeamg others Is the 
only way we can stop the spread of 
AIDS" (p. 14). 

"Educatior about AIDS should start 
in early elementary school There Is 
now no doubt that we need sex educa- 
tion in schools end that It Include In- 
formation on heterosexual and homo- 
sexual reladonsh'^s" ip. 31). 
"iVe are Cighting u disease, not people 



, . . The country must face the epi- 
demic as a unified society. We must 
fight the spread of AIDS while at the 
same time prcserring our humanity and 
intimacy" (p. 6). 

It is lunacy to sorest that tbe 
AIDS epidemic wfll be stopped by 
educating little children in (he exotica 
of homosexual practices. That's on a 
par with combatuog the drug scourge 
by acqcaintittg children with all the 
"safe** tactics for admintrtcrisg narcot- 
ics to onesdf. 

Homosexuals, the major source of 
the AIDS infecUon« are still engaging 
in "unsafe** sexual practices and still 
atteici>tiog to make Hood dorutions 
(JAMA. Sept. 12, 1986). The McKj- 
sick Study of -jomosexcal males in 
San Francisco r« ported that of the 24 
per cent engaged in the least promis- 
cuity, 33 per cent tdmitted to oral/ 
anal conuct. 41 per 'snl to acceptisg 
semen in thetr rectum, and 52 per 
cent to ingestinr semen i^ the last 
toirty days. A rcjWrt on tbe sexual 
activities of homosexuals in London 
revealed that 38 per cent ar». inr«tiog 
feces, 24 per cent are engaging in sado- 
masochism, end 53 per cent are en- 
gaging in tecul intercourse with an 
average of about three partners a 
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mooth (The Leneet, Nov. I, I9S6) ceweiul*! Rffour on aids may be 

— aod this despite tbouuodx of dcitbs hazaroovs to your health ** □ 

tnd iDtcxisxve nlocslioa efforts. 
Fsjrcbotofat PftuI Ctmeroa, who 

duin the iKbtate for tbc Scteobf* 

ic lam. ^ilioo of ScxtuIIty, wooders, 

*^bj woold aajo«e believe (hit 'ed* 

roitiofl only* will *coom;disb the usk? 

Every study his sfaowa faomosexotis 

czcept^ooAlly well iaformed cbout bow 

001 to fee AIDf. ... If we ponue 

the 'educaliOD osl/ optioa, ibea we 

h&ve to bank on the soctil respotmbil' 

ity Aod selTcofltrol of tlie very ooes 

who bave sbowa do social respoosibil' 
ity or self-cootroL" 

A British expert oo venereal dueascs. 
Dr. John Scale, has called AIDS *the 
molecnlar biologtca] cqcivalest of the 
nuclear bomb" and warns that *tbc 
fenetic iDformatioa contained is its 
tiny strip of RNA has all that b need* 
ed to render the homan race extinct 
witbi t fifty years." In the face of such 
a threat, the Reafao Administration's 
medical specialist has issned a report 
that obscures dc true dimensions of 
this disease and offers no real program 
for effectively deaJiof with it AIDS 
has thus become the first polttialty 
protected disease in hbtory. Koop's 
study should have ekCblazooed aaoss 
its coven "waikmcI the si;kceon 
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It's Net 3 Danoaatic Disease' »orid-a.r»id / 11,..^. , ♦ Jm. ws? - 



'Squeaniishness on AIDS Can Blur the Truth' 



f Earnestly, and wlrh tpp Uu a c frxa jouxnilstt. 
poiitteians are s^tif tteut AIDS, candor. re> 
pnScs o( the cost. But tiu&s are befn; Uuntd 
because Cxy beoimslecce a pottfical afenda 
and s^k sensibilities. agenda b to avc^d 
psviZ oticse ,to ctrcain factMns an< to avoid 
tomeihsif more tentfyb{ than AIDS — the ae> 
cusatwo c( "dJicTiairatiOQ.'' 
la spre of mud: ta3t abottf the "brraiou:' 




tsonosocuals and addcts o( dsproportiosate re> 
.sporcbiuy for the rpidaaic 

la New York City, pnot ads^octnv a het* 
>ero6exual cot^ie taagM sheets, wnn these 
^rorttv. ^Elt^ You're, Dc^r Such ads ^ a 
'^dasenrfce to the e«e« that (bey da»rt attey 
^ifoo'froca the fact that fe»ef than 4 pcitert 
^ )^DS cases have ra^ei froor heteroseaia. 

tao the tweraJ heterowtual peculation. AIDS ^ ^ " ^, « ' ^lll'fJU^r ^^L^^^l."*!** 'l!f*^'*'J'!i!*°^^?*S^^ 
Csease U honwaaaals and ii»avt»oui dir ^ JyiafyciRs, ooe man -Vco^pn *bw acx pamxn an tertYenws 

SSItwadSS^^aSLa^SSiS? I»itt5«iVtoj»«ua;pannentae*cho(the d.n;g usen. New York Oty ha* ooe^ o< aa 

^JS*v«S^^?^^S^t^^fc^ thrteyeanheforr^oms.- AIDS cases; 36 peieemo<^the<*/s eases art lY 

^SStl^d^\S^ti^^S^br^ .*'WarNTeadd»?gd^ai»«ttJdoaaaJ HaJJ the cty^i addicts arp 

SSSnSc^aadaaS^S^ enemas. tt to say that the dita wgsea Cha^tobetarected»ttit^e^vina. , 

- 8UcksandHist)ac>c3,vt»caSctellaod« th*t receptive anal Weroouxse b the ma.K*, tf . Wwwie a.Tyw with ATOS deserves e« 

hSuvcwM^J^ .fexuahao^ the ia'tctJoa Of bourse, not afl. ^.^'^ '^P^SSliSL*^^ 

cadges pretaWy*flifae becaae AIDS b. 

beftavwiTv t^srf dseaie aM d3j«)^ rbk behtw. Ho*mr. even aooc who arr not •^J^?°!™ " 

After aTtna^TpwfieaScaujht to the «i^ iMttaal««J«iw9ewa:p«aKe5fcasta9e«>d d«ase t^teabg w «a eqaDy, 

ru.'e <rf urtan poverty preebdy ijecause they' 

t>d< ba T K of yyra? fcrppnCTter They do Tene and enersirbbcnc wasted on the poUU- SoatiienotjoothatthexnostartenCtaskbto 
i»t tesaSite their behavw wriJ. least of ail si pcoject of ^readr^ the false message that fy-'^d research for a vaecne Of course research 
cor.fonnty wKhpuhbchcahh hdiettes. x ^ cpi6anc b not assi^£<e to particu- sNxdd be fuvM generwsfy. tut dodan tpent 

Anscncans have a tecJ-flotogy ffncr. Urr^jmxs. , gettr^ addica off needte and o«o methadone 

aay Reprlstt health, thetr Cisilcrf b shaped ^"''S*' biboBnls prockfaa "AIDS Doesnt will do more good, u woU jc^rul-ti that d^ 
by the potjo ptniipa. the con(^M3T o^ disease I>t«3vn-'»ie." • njcsage de&p«d to tboUvt ' not t;Tm the tnah to spare o ur ft^ria gs. «*< I 

by Dr. SiflTj sUver txHet. Bet America's ptriO' 

pa] pubLc heaJ'Ji protieiss flow fron fooftsh be- 
havior reprdsTf eatffs. Crsiar^ BaAsif, 
dnvt-ig - and. wrth AIDS, abuse c4 the body. 
(especttSy the rccam 

i Most )aunulxsm about AIDS refScets aociaJ 
tand po(nical scjueansshMss. 'm ad&tlon to tn 
ri3)dersundable rduoance to docusa cenaa 
^jexusJ oMtn, Jounuiom a tntuscd wtJ) IiU-'<«' 
nnhn, bcfcjdns a l b e crtn c e of "d^scn^una' 
tiod," Thu b undeiTtood tndacrtssatdy to a- 
dude an cvidiota douncttons anon; socul 
:{ivups. p*n)cu!aity LVsee, xiKii as honosexuals. 
yL'at havei hstory of bessc taOy treated. 

JoiTToIan seeott reixiaAt to daitfy that ti>e 
.pnmaiy leasoB Tor the AIDS eptderrjc b that 
t^e rectna, wnh its delxate and absorptive 
levng, b not sjted to hocnosexuai tses. Px na- 
4ion needs tRspsnn( joumalom of the sort found 
i b the Chn;io Tribune K2{a2xne of Apnl X 

" .'.SI^percer.;of CKaecoodc&sterofAiDS 
(ntierts ha^ cnpced n t* pnctjce caJkd 
*fisitn&* «*uch causes rectal trrrv. b the 
years before LSey tril fit The researcfm d*- 
fned fmn; as the irtsrrtion of a ponion of the 
hand — i/f even the e«irc fta — rso the b-tus of 
another persoa The 27 not srud;?d had a r/e- 
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Chairman Miller. Thank you very much. Mr. Howe, what's the 
realistic assessment of the ability of the schools to provide a first- 
class AIDS education program? 

Mr. Howe. I wish I could give you a hard number, but I can't 

Chairman Miller. Well, let me just put it into context. In my 
hometown and in my home county and in my home state, there are 
classrooms without textbooks. They're laying off 300 or 400 or 500 
teachers a district, and it's going on throughout the entire state. 
We're probably reasonable in terms of our efforts at school, al- 
though it's certainly diminished recently. 

But, I find it hard to believe, when you outline what you say the 
school boards think is a good program, that the resources are going 
to be there to carry that out. * mean, can this simply be incorporat- 
ed in the instructional time that somebody is going to already have 
(and I'd like you, Ms. Hamilton, to join in on this). Or is this, in 
fact, a curriculum that is separate from teaching history or health 
classes, or is this something that's readily incorporated? 

Mr. Howe. I thirk it's something that has to be readily incorpo- 
rated into the appropriate class material. It is something that we 
do address at many levels of education throughout the elementary 
and secondary schools as to health education, sex education, call it 
family living, giv^ it whatever title you want to, but it is something 
that needs to be, and necessarily has to be, made a part of that 
base curriculum as a board 

Chairman Miller. Can it be? 

Mr. Howe. It certainly can be. There's no reason why it cannot 
be. 

Chairman Miller. Then let me ask you something. There was a 
lot of concern by other Members of the Congress here this morning 
in talking to Dr. Koop and, I think, to the previous panel about 
whether ^r not Federal money had been released for this purpose. 

Are you telling me thai, that's not a major problem at this point? 
The schools can readily incorporate this current^ and provide 
first-class education materials? 

Mr. HoVvt:. One of the problems we have, and one of the prob- 
lems we all have in facing the AIDS epidemic, is the lack of good 
information, the lack of really an understanding, the lack of some 
basic curriculum mafenals that can, in fact, be incorporated. We're 
just starting. Some of our districts were facing this three years ago. 
I think, as was demonstrated by Mrs. Hamilton, that in Fairfax 
County they have implemented a program which only goes to the 
10th grade. They're now incorporating this into other grades as we 
go along. 

We need help. We need financial resources, and you're absolutely 
correct, we must have some financial resources for research and 
the development of a model curriculum. We are seeking from the 
National School Boards Association a grant to help us in develop- 
ing a model curriculum that we can m^e available. We're hoping 
that that grant will be given to us. Whether it will or will not be, 
we don't know, but we hope it will be to help school boards do this. 

Chairman Miller. So, we're not in a position, as members of 
Congress, to assume that this educational program is going to be 
carried out In the manner in which the National School Boards As- 
sociation suggest is adequate? 
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Mr. Howe. You are absol utely correct. I don't think we can snap 
our fingers and say, yes. that's happening. It isn't. That's why 
we're here. That's why we're concerned about this. That's why 
we're trying to get the attention of our local board members and 
the communities to give support lo programs like this. 

One of the major problems we have at the local level is that we 
are sensitive to what goes in our communities. We are sensitive to 
the outspoken people in our communities. Sometimes, the outspo- 
ken ones are going to be directing us in an improper way, or at 
least what I perceive and what I suggest is an improper way or an 
inadequate way to address the problem. 

Chairman Miller. Ms. Hamilton, to provide the kind of curricu- 
lum that your testimony addresses, what kind of additional bur- 
dens does that place on 

Ms. Hamilton. Remembering, too, the county that I am repre- 
senting, I just don't see that school districts across the nation could 
do that alone. In fact, it has had an impact on our budget within 
the science department in order to do it, but we thought it was top 
priority and, therefore, went ahead. 

When it comes to producing media pieces, how many school dis- 
tricts actually have media services. And even our media services 
were under certain constraints, and it impacted on them. 

In that vein, too, I would say I can't sit here at this particular 
point and say that there is a one best way. I don't chink that this is 
the kind of topic that you can say, okay, now, we've had this course 
in AIDS. Let's move on. It* the kind of issue that pervaded our 
entire society. 

So, there is a place for AIDS in social studies. There's a place for 
it in health. 

Chairman Miller. I agree. I guess what I'm trying to deter- 
mine — I'm not trying to put words in your mouth. I'm just trying 
to determine whether or not — you represent Fairfax — that's a dis- 
trict with some means to do this and other programs. 

But, this is, in fact, an additional burden on that existing 
system? 

Ms. Hamilton. Yes, absolutely. 

Chairman Miixjer. It doesn't just incorporate into t)ie t>eaching 
time that you have available or the materials that are readily 
available. I assume there are no cu'^rent health textbooks that are 
dealing with AIDS. 

Ms. Hamilton. That's correct. 

Chairman Miller. Unless you bought them in the last six 
months or something, and th' were looking forward because 

Ms. Hamilton. And if you nought them in the last six months, 
they may be outdated. 

Chairman Miller. OK. There is a great deal of concern here 
about whether or not, you know, come September when the class- 
rooms fill up, we're going tz be able to start to respond. I don't 
expect to have a full-blown response, but whether we're going to 
start to be able to respond on the education program that the 
people think is necessary. 

Mr. Howe. If I might, to develop a curriculum requires the input 
of many of the professionals on our teaching staff tut, in this par- 
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ticular curriculum, it's going to require thf iput of other people, 
doctors, people who are in social counseling d the like. 

Chairman Miller. Has the School Boards Association been con- 
tacted by people at the Federal level that are talking about educa- 
tioa cumculums; the Center for Disease Control, Dr. Koop's office? 

Mr. Howe. Yes. 

Chairman Miller. You are actively working with them? 

Mr. Howe. We are actively working with them. 

The one comment that was made about the Department of Edu- 
cation as to seeing what works and what doesn't work, I don't want 
to wait that long, and Fm afraid we have a direction there that is 
not going to address the particular issue that we're talking about 
here. 

Chairman Miller. Congressman Coats. 

Mr. Coats. Ms. Hamilton, currently in Fairfax County, you have 
a program now that is being taught in 10th grade. 

?is. Hamilton. Yes, and let me say that that program was for 
the time of the 86-87 school year. Beginning on Monday, we're be- 
gmnmg to update that program by using teachers during summer 
after school is out to do the writing and, there again, funding is 
required. 

What we'll do row is go back and review the riaterial, send for 
whatever is out there media-wise, screen and pnjpare for another 
review committee in September because that's tlie process in our 
county. 

Mr. Coats. Now, you also are instituting beginning this school 
year another program or a similar program for 7th and 8th grade? 

Ms. Hamilton. Right. That's through our health curriculum, 7th, 
8th and 9th, as a matter of fact. 

Mr. Coats. All right, 7th, 8th and 9th. Given some of the testimo- 
ny we had this morning and Dr. Koop's testimony and others about 
reaching earlier and earlier ages, have you in the Fairfax County 
School System considered starting a program earlier than the 7th 
grade? that under discussion? Arc there any proposals for that? 

Ms. Hamilton. That's unde: discussion as a mandate from our 
board to begin reviewing the materials and looking at what would 
be appropriate if anything is out there that is appropriate for that 
particular group. 

Mr. Coats. And your current program is called "The Sex Respect 
Program ? 

Ms. Hamilton. No. That's a different agency outeide of the 
school system. Our program is called "Human Life Education," and 
It was developed during the 81-82 school year to take care of the 
controversial topic— I hate to say it at this point— of sex education. 

So, we already had the tenets of what has been described here as 
what would make a good program for AIDS in order to take care of 
parenting with responsibility. 

And within that, sexusdly transmitted diseases was taught as a 
maternal health factor. So, it was very convenient to move right on 
in and handle this topic there. 

Mr. Coats. I don't know much about the Sex Respect program. 
I ve heard a little bit about it. Did you review that? Was that an 
option? Was that rejected for a specific reason? 
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Ms. Hamilton. We have reviewed the Sex Respect material, and 
if you recall how he described it, it had certain religious ramifica- 
tions that really would not be appropriate for the public school setr 
ting. 

Mr. Coats. Dr. Lutton, did your oi^ganization review that pro- 
gram, and are you familiar with the program that Ms. Hamilton 
currently described? 

Mr. Lutton. I'm not familiar with Ms. Hamilton's program in 
Fairfax, but Fm somewhat familiar with the Sex Respect program 
and its use in private schools, and what it tries to do is emphasize 
traditional Western values, such as families, monogamy, et cetera, 
the kind of values that have held our civilization together for the 
past several hundred years and which addresses some of the ques- 
tions that Mr. HoUoway was troubled by. 

Mr. Coats. You suggested. Dr. Lutton, one of the ways of involv- 
ing parents would be to work some of this discussion and planning 
through the PTA. Fd just li^3 to get the reaction of other members 
on the panel as to the viability of that, and whether that would be 
a means that we ought to pursue. 

Hr. Howe. Well, let me respond to that. I think that's a good 
suggestion, but I sure would not want to have that as my only al- 
ternative available to me. 1 think that's just one other step that, 
logically, yob would take. 

0^3 of the problems we have, and I think it was addressed earli- 
er, is the number of at-risk students that we have, and part of the 
reason that they are at risk is that they don't aecessarily have a 
loving, caring family to go home to at the end of the day who is 
going to take the time necessary to do this type of program that's 
been suggested. 

To, this IS only one other aspect that might be included, but I 
would not want to rely on that as being my attack on this problem. 

Mr. Coats. Ms. Hamilton, does the Fairfax County School System 
have health clinics? Are they part of 

Ms. Haiviilton. Health clinics are not a part of the school facility 
itself, no. What we have in place are public health nurses who 
serve as the school nurse. They are trained by the Fairfax County 
Public Health Department. 

Mr. Coats. But, your current sex education program does not in- 
volve that public health nurse? 

Ms. Ham^'ton. No, it does not, but the public health nurse has 
been availa e as part of the information conduit for — and resource 
for the teacher within the classroom because the school nurse is ac- 
tually employed by the county and is actually housed light in the 
school itself 

Mr. CoA'^3. Gpe last question. Was the health clinic discussed as 
an option ^r providing either education or counseling and /or ap- 
propriate contraceptive devices as a part of the AIDS program? 

Ms. Hamilton. The health clinic is not permitted to dispense any 
kind of prescription, including aspirin. It is a place where a child 
can go when he has a headache, a stomachache, or what ha/e you, 
and that person could determine what the situation is and give 
advice as to whether to call the parents or send them home. That's 
the role of our school clinic. It is not the kind of school clinic that 
you might have discussed in this kind of hearing. 
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Mr. Coats. I regret that our time is limited by the vote on the 
floor, and I think Fd better turn it back to the Chairmr n to finish. 

Chairman Miller. Thank you very much for your time, and we 
have a succession of votes here, so Tm not going to hold you any 
longer. You've been very generous with your time and with your 
work with the committee. 

And, Becky, Tm sorry I didn't get a chance to ask you a couple of 
questions, but thank you for your presentation. 

We will stand adjourned. 

[Whereupon, at 2:40 p.m., the Select Committee was adjourned.] 
[Material submitted for inclusion in the record follows:] 

Prepared Statement of Thomas J. Bliley, Jr., a Representative in Congress 
From the State of Virginia 

Thank you, Mr. Chairman. The incidence of AIDS among teens and the risk of 
exposure is something about which I have many more questions than answers. Sev- 
eral facts seem clear to me, however. The first and foremost of which is that there is 
£ difference between the cause of AIDS and the behavior that spreads the virus. 
Teens are clearly not a high risk group. However, it's also clear that many teens 
engage in the same dangerous behavior which threatens adults: sexual promiscuity 
and intravenous drug use. it seems to me our chief concerns in this hearing are to 
discover the number of children with AIDS; the manner in which they contracted it; 
and the type of education parents, schools, and governments should use to prevent 
any further spread of this deadly disease to children. 

In reviewing some of the testimony for today, it's easy to see that we are far from 
one approach, one united effort to prevent teens from contracting the AIDS virus. I 
think all would agree, though, that abstinence before marriage and fidelity in mar- 
riage is by far the most certain AIDS prevention method. The question is, how much 
and what type of information should we give our children beyond that simple mes- 
sage, and will certain lessons undermine- the fundamental one of ''Say no to sex." 

Another matter which concerns me, and I hope this is addressed by some of the 
witnesses, is the threat to children who have AIDS of exposure to disease in school. 
Schools are notorious for being havens of coughs, colds, and m jior infections, and it 
concerns me that children with AIDS may be exposed to what in their situation 
would be a life-threatening disease. 

Thank you, Mr. Chairman. 
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Prepared Statement of Lewellys F. Barker, M.D., Senior Vice President, 
Development, American Red Cross, Washington, DC 

Hr. Chairman and members of the Committee, as senior 
vice president for development of the American Red Cross, I 
am pleased to submit testimony about some of our efforts to 
help prevent the spread of AIDS among our nation's young 
people, and to respectfully urge that much more be done by 
both the public and private sectors. 

The Red Cross, in conjunction with the U.S. Pub2 ic 
Health Service (PHS) , has produced a series of nine 
brochurei,, four of which are specifically geared to youth, 
their parents, and teachers. Since last fall, 32 aillion of 
these brochures have been distributed free through the Red 
Cross network of almost 3,000 chapters across the country. 
Six hundred and fifty-two of these chapters are not only 
actively disseminating materials, but have designated an 
"AIDS Coordinator' nd conduct AIDS education programs in 
tlieir communities. 

Public response to these brochures has been tremendous. 
For example, between the fall of 1986 and June 17, 1987, we 
have distributed 4,176,750 copies of "AIDS and Childrtjn/ 
Information for Parents;" 3,241,050 copies of "AIDS and 
Children/Information for Teachers and School Officials?" 
3,794,858 copies of "Fachs about AIDS and Drug Abuse;" and 
4,957,400 copies of "AIDS, Sex and You." Also in partner- 
ship with the PHS, the Red Cross produced, and through its 
chapter network dit»tributed, 198,825 four-color posters. 
These feature singer Patti LaBelle urging youth to "Get the 
facts about AIDS." 

In addition to print materials, the Red Cross has 
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produced, with »ajor funrf^ r.s provided by the American Coun- 
cil of Life Insurance and the Health Insurance Association 
of America, produced "Beyond Fear,»» a 60-»inute award-winning 
documentary on AIDS. This has been viewed, according to 
free-loan and ttalavision network data, by more than 7 
million people. Many of them are of high school and college 
age. 

We have also developed and distributed AIDS public 
service announcements to hundreds of television and thou- 
sands of radio stationo. We participated in a network 
television call-in program in which Red cross chapters 
across the country responded to more than 17,000 inquiries 
in a single evening. We have developed hundreds of commu- 
nity-based AIDS coalitions and task forces, in conjunction 
with local schools, health departments, employers, agencies, 
«md civic organizations. Furthermore, the Red Cross has 
entered into, or is pursuing, collaborative relationships 
with organizations like the Urban League, Girls club of 
America, Southern Christian Leadership Conference, League of 
United Latin American citizens, the Labor Council on Latin 
America, and COSSMHO. 

Examples of what some Red cross chapters pre doing in 
their communities to help prevent the spread of AIDS among 
our country's young people include the following: 
o The Seattle-King County (Wash.) Chcpter conducts seminars 
for high schoool newspaper editors about AIDS. In turn, 
these editors educate fellow students and staff through 
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articles in school newspapers. 

o The District of Columbia Chapter, in February 1987, con- 
ducted a tvo'day national conference on AIDS and drug abuse. 
This was the first conference of its kind in the U.S. 

o The Indianapolis Area Chapter and the local Public 

Health Department train public nurses to teach AIDS edu- 
cation in the schools. 

o The Memphis Area Chapter has presented its AIDS 

education course to more than 6,000 minority students. 

o The Columbus Area (Ohio) Chapter is coordinating AIDS 
education for the entire state of Ohio. 

o The Golden Gate Chapter (San Francisco) focuses on inter- 
cultural AIDS :.:rograms. with an emphasis on creating 
materials appropriate to Hispanics. 

o The Hawkeye Chapter (Waterloo, Iowa) was an early 

provider of AIDS education in the schools, developing* 
curriculum materials for teachers to use with students 
and school personnel. 

o The Yakima Valley (Wash.) Chapter provided AIDS education 
programs to high school students and farm workers. A 
local video store has distributed 20,000 copies of the 
Red Cross documentary "Beyond Fear." 

o The Mid- America Chapter (Chicago) teaches young blacks 
and Hispanics about AIDS. 

o The Santa Clara Valley (Cal.) Chapter operates three cost- 
recovery mobile testing units. They offer several blood 
tests, but most requests are from young heterosexuals for 
the HIV-antibody test. Results are anonymous and confidential. 
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o The Lancaster (Penn.) chapter is training school teachers 
about AIDS. With the Coiuity Youth and Family services 
Agency, the AIDS Coordinator is developing a training 
program for foster care parents, "Beyond Fear" is being 
mied in 23 school districts, and speakers from the 
chapter are making presentations on AIDS to juvenile 
detention centers and ^^risons. 

The Stamford (Conn.) Area chapter has distributed Red 
Cross/PHS AIDS informational brochures to every student 
in grades 7 through 12. Red cross instructors gave 150 
hours of training, approved by the Board of Education, to 
a Red Cross-initiated, community-based AIDS task force. 
The Southeast Fairfield County (Conn.) chapter has created 
an AIDS hotline and is "training trainers" (i.e., princi- 
pals and school administrators) . 

The Pittsburg-Allegheny County (Penn.) chapter will provide 
in-service seminars to high school teachers and admini- 
strators to help prepare them to teach mandatory AIDS 
education courses. 

The Berkshire County (Mass.) chapter has aade, to ^ate, 65 
presentations on AIDS, including every high school in 
Berkshire county. At the state of Connecticut's confer- 
ence for elementary school educators, the Red Cross/PHS 
AIDS brochures were used. 

The Cleveland Area Chapter has distributed 7,ooo "AIDS 
and Children/lnfonaation for Teachers and school 
Officials" „ conanunity schools. Local black Baptist and 
Methodist churches are distributing the Red Cross/PHS 
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brochures to their congregations. 

The Snake River Region (Idaho) Chapter loans "Beyond. Fear" 
to local high schools. 

The Hawaii State Chapter's AIDS education program 
includes a speakers bureau for presentations to high 
school assemblies, plus Red Cross-produced print 
materials are provided to high-schools and -health fairs. 
The Pulaski County (Ark.) Chapter provides speakers and 
AIDS educational materials to the- University of Arkansas,* 
local vocational and technical. colleges, and a half-way 
house for recoveriiig drug abusers. 

The Raritan Valley (NJ) Chapter worked with its Public 
Health Department to develop a policy on AID** for the 
YMCA. The AIDS Coordinator reports that am ig the bro- 
chures the chaptt<r provides, the most often requested for 
school uso are "Facts about AIDS and Drug Abuse" and the 
two on "AIDS and Children." The chapter also loans 
"Beyond Fear" to schools for use in health classes. 
The Prince George's County (MD) Chapter is developing a 
training course for health care providers on hov.to care 
for people with AIDS, incluuing children. 
The Philadelphia Chapter, in addition to outreach 
activities aimed at Hispanics, has trained 150 nurses 
to answer hotline inquiries. With the Public Health 
Department, the chapter is making special eftjrts to 
reach prisons, schools, and minority community groups. 
The Mid-Rio Grande Chapter (Albuquerque, NM) provides 




192 



AIDS educational materials to local high schools for 
mandatory health courses. The chapter has devoloped a 
speakers bureau of nine trained volunteers that includes 
nurses, physicians, and retired teachers. Brochures and 
"Beyond Fear'' have been supplied to the state Health 
Department, University of New Mexico Mental Health out- 
patient Ser/ice, Indian Health service, job Corps, and 
the Corrections Department, among others. 

I want to stress that these activities represent just a 
small sample of educational efforts undertaken by 652 Red 
cross chapters to help stop the spread of AIDS among our 
nation's young people. But it is my hope tha*: this 
sampling, however incomplete, will be useful to committee 
members to demonstrate what is being done by a private non- 
profit organization in concert with private and public 
sector organizations at national, state, and local levels. 

Of special interest to committee members might be that 
the Red cross is launching an AIDS Prevention Program for 
Youth. A comprehensive educational program for junior high 
school and high school students, their teachers, and parents 
will be available by the end of the summer through Red 
Cross' nationwide chapter network. 

This program, developed for the Red cross by its Orange 
County (Cal.) chapter, i.^ designed for classroom and home 
use. It consists of a 25-minute video, a student workbook, a 
teachers'/leaders' guide, a glossary of terms, and a 
parents' brochure. The video, "A Letter from Brian," is a 
dramatic story that demonstrates to youth that there are 
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various decisions they need to make to avoid high-risk 
exposure to AIDS. The video's dramatic sequences are inter- 
cut with narration provided by Michael Warren (Officer Bobby 
Hill on ••Hill Street Blues**) , a classroom scene, featuring 
Surgeon General C. Everett Koop, and an interview with a 
young IV drug abuser with AIDS who says he never thought it 
could happen to him* 

The two main educational objectives of the Red Cross.' 
AIDS Prevention Program for Youth'tare:-. (1) to increase 
awareness among teenagers about AIDS and instruct them in 
"risk avoidance, •• according to recommendations in the 
Surgeon General's Report on AIDS and (2) to promote and 
encourage a personal comiaitment to risk avoidance among 
teenagers, showing that a responsible, precautionary atti- 
tude toward sex is a positive and achievable goal. 

In his October 1986 report on AIDS, the Surgeon General 
urged that youth of America be educated on how to protect 
themselves from exposv-e to the AIDS virus. His report also 
states that this education be conducted both at home and in 
the classroomir He urged that ar- organization or group come 
forward to help parents, learn to discuss AIDS with their 
children. The National Academy of Science's Report on AIDS, 
Confronting AIDS; Directions for Public Health, Health Care, 
and Research, identified the Red Cross as an organization 
uniquely qualified to provide education in a school setting. 
The Red Cross is working to meet these challenges. 

Though research scientists are working around the 
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cloclc, there is still no cure or vaccine for AIDS. For the 
foreseeable future, the most effective way to control the 
spread of AIDS is through education, junior and senior high 
school youth are at an age when experimentation with sex and 
druge, activities that place thea at risk for contracting 
the AIDS virus, often begins. To help prevent the spread of 
this disease, it is imperative that a coiaprehensive AIDS 
education program be developed to provide youth with the 
facts about AIDS, how.it is transmitted, and how they can 
avoid p itting themselves and others at risk. 

While we hope it will be a significant contribution to 
educating young people about AIDS prevention, the Red Cross 
classroom and home instruction package cannot fully meet the 
needs of all segments of America's youth. Programs which 
will specifically address the cultural needs of black and 
Hispanic youth, with emphasis on those who live in inner 
citiee, must be developed. Much, much more needs to be 
done. 

^ince 1985, when the Red Cross began its AIDS Public 
Education Program, we have spent more than $8 million of our 
uwn funds to provide materials and outreach activities that 
communicate factual, reliable information about AIDS. 
During our fiscal year 1988, we hope to target youth, mino- 
rities, and the workplace. We anticipate that these efforts 
will cost more than $10.5 million. Our resources, however, 
will cover only $6 million of these costs. In order to 
respond to the public's overwhelming requests for xaaterials 
and services related to our efforts to help prevent the 
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spread of AIDS, the Red Cross must take the unprecedented 
step of seeking financial support in the amount of $4.5 
million from Congress. 

The Ked Cross has long been active in public health 
emergencies: the post*World War I flu epidemic, the need for 
blood and plasma during World War JI, and the 1950 *s polio 
outbreak. Cur current involvement xi today's AIDS epidemic 
is a continuation cf our public health role. 

Red Cross strength lies in the public trust we have 
earned over the years, and in our vast nationwide network of 
chapters and volunteers. We hope, Mr chairman and members 
of the Committee, that you will be able to help us fulfill 
our commitment to your communities. Thank you for the 
opportunity to testify. 
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Prepared Statement of Theresa L. Crenshaw, M.D , 



The Statement of the Problea 



Our society becoffles conscious of new risk groups only after they are 
widely Infected with the AIDS virus. At the present, attention Is on 
heterosexuals, a focus long overdue and predictable from many years 
ago. This Is a reactive pattern. The true high risk group and a 
target population of this disease from the beginning Is our children 
and teenagers. In particular our sexually active adolescents. AIDS 
Is a disease that kills two generations at once — mothers and their 
unborn children. 

An unpublished report from CDC Indicates that 14,000 adolescents In 
New York City alone are already Infected and 34,000 nationwide. I 
think this Is a conservative estimate. Looking at the numbers 
reported to have AIDS In the 20 to 29 year range, there are approxi- 
mately 8,000. The majority of these who are now manifesting the 
clinical syndrome of AIDS were Infected five years or more earlier, 
meaning that they contracted the disease as teenagers. The CDC esti- 
mates that for every case of AIDS there are 10 cases of ARC and for 
every case of ARC there are 10 Individuals Infected but asynptomatlc. 
If we apply these figures and assume conservatively that only 4,000 
In this group (age 20 to 29) were Infected as teenagers, that would 
mean that 40,000 had ARC and 400,000 could be carrying this virus 
asymptomatlcally. These are Individuals who were Infected five years 
ago and does not Include those Infected since. 

These figures are staggeringly unacceptable and hopefully do not 
represent reality. However, the alarming Issue Is that they could be 
real but we don't know because we haven't been tracking the children 
we are charged to protect. Instead, the extreme left and the extreme 
right cloud the Issue by debating whether condoms should be distrib- 
uted In school or whether our children should be exposed to the 
perils of sex education. The adults and the authorities are too 
preoccupied fighting among themselves to have a meaningful, valuable, 
preventative Impact on behalf of our children. 



Analysis Of The Risk To Our Children And Adolescents 

The Incidence of sexually transmitted diseases among preadolescents 
Is high. It Is surprising to many that it even exists, whether 
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through precocious sexual activity or child aolest by an adult. 
Neither is considered in the best interest psychologically or physi- 
cally of the prepubertal child. The point I an making is that 
children we wouldn't expect to be active sexually deaonstrate that 
they are to soae extent by the sexually transaitted diseases they 
carry at a young age. Consider that these children reflect x>nly 
small percentage of those who are actually stxually active, because 
every sexually active child does not get a disease and every child 
who gets a sexually transaitted disease in that age group is not 
detected medically. It would be safe to say that the majority do not 
come to Che attention of the clinician, for most of them don't con- 
sider that aspect of a preadolescent ' s health. This means that any 
reported figures are merely the tip of the iceberg. In acknowledging 
these facts we have the opportunity to make a change. In disregard- 
ing them, this group cannot be affected one way or the other. 

Teenagera, we know, are often experiencing intercourse and other 
forms of sexual activity at a variable age. It is estimated that 40- 
B0% of 14 year olds have had sexual intercourse, depending on which 
particular survey or study one references. In addition, drug labuse 
is epidemic .among our youtK. .They are one of the major risk groups 
experimenting with these substances and at risk of becoming more 
seriously addicted. The net effect is an unknown number of teenagers 
already infected., almost all of them unknowingly infected. Those who 
are infected* whether through shared needles or sexual activity, are, 
by definition, the most likely to continue to be sexually active and 
place other children not yet initiated to sexual intercourse in 
danger of becoming infected. And yet, we are not addressing this 
problem effectively. 

As I mentioned above, there are heated debates among the adults about 
how to educate our children and there is great interest in doing so, 
but we are very far from implementing effective educational programs 
that have potential to impact theae young people. Even more serious, 
is that there is no substantial testing occurring- in these age 
groups. In the tradition of our approach -tr MDS, we only begin 
testing a group once it becomes known that th are already infected. 
It would be so .important to change this pattern, learn from our past 
mistakes, and do it differently with our .children. Ke could test 
children before they are widsly infected, monitor them closely, and 
prevent spread by being alert to the earliest signs. 

Children need to be tested because adults need to know the extent of 
the problem that already exists which, if the figures mentioned above 
are even partly true, is already a very serious problem. However,, 
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until testing Is dons sdults c«n continue to argue over the serious- 
ness of the problea or whether It Is cost effective to test or 
whether one Is being overly concerned. All of these debates are mere 
Intellectuallzatlon until hard data is available. 

Mo«it adolescents, perhaps even children, have heard of condoms. As e 
■atter of f«ct, the Bajority probably believe that if they use a 
condoa they have nothing to worry about — and this worries ae. If 
adolescents overslaplify and overestiaate thr value of condoas* they 
will take needless risks with their health unknowingly. 

On June 19, 1987 I gave a lecture on AIDS to 800 sexolcyi^ts at the 
World Congress of Sexologie in Heidelberg. Most of thea recoaaended 
condoas to thuir clients and students. I asked thea if they had 
available the partner of their dreaas, and knew that person carried 
the virus, would they have sex, depending on a condom for protection? 
No one raised their hand. Aftet a long delay, one tiaid hand 
surfaced froa the back of the rooa. I told thea that it was irre- 
sponsible to give advice to others that they would not follow them- 
selves. The point is, putting a aare balloon between a healthy body 
and a deadly diseese is not safe. I do encotirage the use of condoas. 
I think that everyone — young, old, married, or single— would be wise 
to employ this additional protection In conjunction with a spermi- 
cide. However, I am deeply concerned that condoms not be misused as 
the only protection inctead of additional prot- jtion. 

Consider the following hazards of condoits (in context of the fact 
that condoms are hetter than nothing at all): A tttenager carrying a 
condom in his wallet is more lilralv to place himself in sexual sitxia- 
'cXonm that could be hazardous to his health with the false sense of 
security that a condom is all he need^. The condom breaks end he 
risks paying with his life. Consider this same young man or woman 
who has made commitments to use the condom or to not do certain 
things sexually who then bacomes arour ^d and in the heat of passion 
disregards his or her good intentions. The first thing to go when 
someone Is sexually aroi'^sd is Judgment. Arousel is similar to alco- 
hol intoxication and complicated by the fact that alcohol is often e 
traditional part of foreplay, so Judgment is impaired on two fronU— 
due to sexual arousal and due to alcohol intoxication. Under these 
circumstances, how frequently do you think thet a condom finds its 
way to the right part at the right time? How often do good inten- 
tions go astray? This is one of the failure rates of condoms that 
rill nevef be measurable. 
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This «^aae teenager without the false security of a condom would be 
forced to depend on common sense and good Judgment. Since often they 
don't exercise good Judgment, in spite of what I'm saying, I'd like 
to see them always armed with a condout. However, I think we must 
improve their knowledge and their understanding of the limitations of 
condoms so that they don't feel overconfident. 

Other important considerations about condoms are that, although 
they're being recommended for teenagers^ most 13 and 14 year olds 
can't fill an adult condom It is not true that one size fits all 
when you're talking about younger adolescents. These young men are 
not going to tell their counselor or their friends or their parents 
that the condoa falls off. They're going to feel they'^re the only 
one that happens to and develop an nferiority complex about the size 
of their organ as a result of t. thoughtless recommendations of 
adults. Condoms do not yet come sized. Condoms are well documented 
to have a 10\ failure rate per wosan year for pregnancy. That means 
that a couple who deponds upon condoms for five years has a 50% 
chance of experiencing a pregnancy. When a condom fails and preg- 
nancy results you gain a life. There (ire woaen today talking to 
condoa failures in their own homes. When a condom fails for AIDS 
protection you lose your own. The risks are not equivalent. Not 
only that, but when you compare the known failure rate for condoms 
with pregnancy with the unknown possible failure rate for AIDS pro- 
tection, the following facts lead me to believe that the failure rate 
will be exceedingly high for AIDS: 

1. The AIDS virus is 500 times smaller than a sperm. 

2. A woman is susceptible to infection 3b5 days a year, not Just a 
few days per month. 

3. The two most common lubricants used for sexiial activity in 
America today among teenagers and adults are saliva and 
Vaseline. Saliva can contain the virus in an infected person 
and petroleum products dissolve latex. Teenagers are more like- 
ly tu buy unlubricated condoms and supply their own lubrication 
because unlubricated condoms are cheaper. 

4. How many teenagers have the pocket money to purchase condoms? 
They are not cheap. 

5. Condoms labeled "for his pleasure" are generally too thin. 
Condoms labeled "for her pleasure" have small ridges that irri- 
tate and are more likely to tear xissue and cause blrod'to-blood 
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l^^rll "5"*^ friction. (For .or. Inforwitlon .bout 

condoM, pla.se rafer to .y condos teatlaony bafora the Manui 
Rouae Subco«ilttee on Health .nd the Bnvlromient, Fabrua!^^ 

«. Flachl'a atudy on condoi.- h.a . publlabed io« failure rata ;two 

"j:ji;oSrcr:;"i^!::ij;t!"" '° <unpug?ieh.d 

Rf^ccwendations for TMoagers 

Thm following rec . l. ^tlon« arc Ideal In the reepect that If all 
teenagere follcmcrd we would not have to worry about thea oettlna 

AIDS. Unfortunately, «any will follow only partial recoauwnStlon! 
or none at all. Wonothelane, it le peychodynaalcally laportant in 
order to change eexual behavior, that we aek for .ore thaTw e^pej? 
to get. If we aek for condoas, they'll carry thea In their pockete; 
JL^iT'^J'''' »onooaay, they'll uee condoae; If we aek for celibacy 
they'll becoae excluelve or Halt their nuaber of partnere. 
procreee le aade even though the recowiendatlons aay not be followed 
IZ .^^.J*^.^^''' in thle context it la alao laporta^t to underetaSid 
\. ? Wchodynaalcally Illogical to cala people down eaylng 
"Don t panic and, by the way, do change your aexttal behavior". ^ If 
people are unconcerned they will not go to the Inconvenience and the 
trouble to alter their eexual patterns. Instead, one aust alara and 
concern people with the facte and cala thea down with tha eolutlon or 
the antidote which requlree a change In their behavior *lth the 
aeaaage that "You are In control If you do the following...": 

1. Since aost teenagere cannot afford the teetlng or would be too 
eabarraeeed to aek for It, the beet Insurance le abatlnence or 
aa one teenager put It, «I aa an Inactive heterosexual". There 

^^w* Pr«»i«» on virginity today as a reeult of health leeuee 
rather than aoral leeuee. 

2. Be abetlnent with the euppleaent of aelf-etlaulatlon, ae appro- 
priate within the teenager's value systea, until ready to 
eetablleh an excluelve eexual relationship. Do not have aore 
than one partner. Do not have eex without condoas and eperal- 
clde. Do try to be eufflclently reeourceful to get tee tad 
before etartlng a eexual llaleon. Do not use drugs or alcohol, 
these lapalr Judgaent, and do not ehare nc^les, thle transalti 
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the virus. Zf you h'^ve questions or find some of these sugges- 
tions impossible, do talk with your school counselor, your 
neighbor, your friend, or soae responsible adult. 

3. There is no safe sex with an infected partner, only degrees of 
risk. Do not have sex with soneone who is infected and do 
everything reasonable within your power to ensure before having 
sex witn anyone that your prospectiv«» partner is uninfected. 

4. The only way to tell if scieone is infected is through a series 
rf blood tests. While they aren't 100% reliable they are quite 
close and quite good tests, if interpreted correctly. Infected 
carriers look healthy, feel heilthy, and usually don' t even know 
that they are infected theeselves. 

As you listen to this stringent advice you say think "Kids won't 
follow that, we have to be realistic and face reality. They viill 
have sex, no setter what we say." It's true that we must face real- 
ity but it's untrue that they will do whatever they're going to do no 
Mtter what we say. So«e will be unreachable but the majority are 
accessible if they get the right inforaation repeated often enough to 
capture their attention. Think nbout the way we deal with smoking 
and drugs aaong teenagers. You would get nowhere saying, "Hell, have 
some cigarettes, but Just a few" or "It's okay to do drugs but just 
don't do too much", or "Ptit a filter on your cigarette so then you 
won't get so sick". Wo one is irrational enough to use this kind of 
ad /ice with our teenagers. They say "Don't smoke" in hopem that the 
aa:^ority will listen, realizing that many won't. They say "Say no to 
druv^"/ not "Hell, since a lot of kids are going to use drugs anyway 
we can't be too strong in our recommendation".- It's essential to be 
clear and to be repetitive and to be strong. Eventually the message 
filtern through but it will nev^r reach everyone and this, unfortu- 
nately, 1^ reality. 

Hith our children we mamt realize that it's much easier to change 
sexual behavior in the direction of more f re^om than the reverse, so 
more energy must be expend^ to bring thif about. It is by no aeans 
impossible and several generations ago mei and women lived by many of 
the guidelines we are now trying to promote. It's just difficult to 
go backwards, but as long as we are under miege from this AIDS virus 
we Bust adapt and accelerate the proceaa. 

There must be special consideration for young people who are 
confirmed positives. Hemophiliacs and homosexuals have been the 
first to surface but that ia just a preview. There will be and most 
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«s a .ocletViven trt.il .SGY!; "« have not had the heart 

longer hav^ 'It^. a^^^Jilit'thiy'slJo'u^riovre^o^'h^llo't* 'T.' f 
To^t- H^,J"' "'^ ^""^ don-t^„,ect the perSr^hSfthe? \Zl Te 
■est. Half Kasures have been encouraged such as? "Well flut l.l 

ind -hSn^T'^""""' ho" .uch'pro^iJuon It 

and when we know without a doubt that there is a I f 

Do you counsel an InJecJeS heiopSll!" 'to' 
another adolescent at risk? I think we .ust Is thiS . k 

lo^lliiTfoV'l'^^Tf l"^' oH'Slle^herth,- pJ^an J.sSr';; 

concern for the Infected adolescent's eaot-innai win K-^iwk 19 
e-otlonal and physical wen-"I'g*o? the"e« adoJe^^^?" 

^^v^^r"" "the,i?stis.i;o':;.v't°^"^:2:,n'''s°ex:a°?i"- 

..nt the.. A. of yet k» .re .l.ply not dealing UltS t"? l«ue! 

«ke"th22''«i?hl?.''^°'' Infected teenagers fro» having- sex? To 
^5 *H ? °' *»elr lives before they've had a 

taste of the physical proalse they've talked about undiAw-S 2 ! 
since childhood? i think it's essentJ^ wS^^'?" know i, 'IV^l 
iTlni L'iT'i percentage of ^o.l wS Ire I'nf^ct^ 

•d will abide by our reco««endat I on. , but the effort .ust be i!de 
At the saae tlae, trea.ndous resources aust be dir«r^*-3 ♦ *k 

Vn^'^lLn n"T"' r "7*"^"<' ""thorr^o'Surd^S^^r'b^^h 'Sy 'l^^l 
l^lLl t° "'^Bht of dealing wlih the physical 

Suri!^ .""f ^"^l^ cons«p,ences of their Infection. B.caSse tM^ 
«o^5lv ;„:°t2i:";^' *- ""•"•hel.mg financially to socle" ^ l^t- 

tion »f»S!*! ^ 2 '^•'^ B'oups ""h aggressive AIDS preven- 

« h,.Jf5S J ' ""^ »'«'=o»« high risk groups, JuSt 

as history has deaonstrated these last six years. 9roup». just 

Conclusions 

Teenagers are already a high risk group. Thev have >iw>». v 
this disease could be heterosexual iy transnltted. " It ^ necM^r^ * 

:? oi:r*b::ii;;:t„„="'r"' r*-* our"do;e2«""^p*! 

latlons beginning. lon» before they reach puberty with the dSJl 
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aass^ge that quantity aax la no lonyer an optica. Caaual aex# 
■ultipla partntra, and no-faalt aexual axpariaantation tfill not be 
available to their generation. Quality aex and all the benefita of 
the aexual revolution aa they apply to coaiiitted rel^tionahipa are 
theira to keep to enjoy c»::t they can anticipate a delay In their 
first aexual experiencea and the wider # hopefully universal, uae of 
condoaa and spemicides until i relationship ia established that ia 
of such depth and truatworthineaa that they would riak their life and 
their health on their partner's sexual integrity. 

Positive aapecta of theae changes aust be eaphaaized ao that wo can 
help preserve their psychological health while aodifying and taking 
away certain sexual options. The value of extended courtships, the 
improveaent in intiaacy and in coaaunications, the iaportance again 
of "getting to know soaeone" before becoaing physically involved, and 
iaproved aelf-eateea and aelf-respact required in order to maintain 
aexual int'^arity can be encouraged. There are many aore waya in 
which the positive dividends of this dreadful diaease can be marketed 
to young people, and it ia ay opinion that it ia essential that ««e 
sake the beat of a bsid situation. 

This health criais ushers in an era of serual integrity and trust- 
worthinesa/ cf coaaitted relationships where an intimate emotional 
relationship and quality sexual relet ionshipa will becoae the general 
rule rather than the exception, and consequently a new quality 
monogamy will eaerge as a atandard for relationahips. 

Latex aex hao its limits but also its value. Alone it is not suffi- 
cient. In conjunction with good judgments monogamy # and common 
acnaef condoms aake sense. 
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Prepared Statement of the American Psychological Association, 
Washington, DC 



Cn behalf of Its 87 » 000 members, the American Psychological Association 
(APA) Is pleased to present Its views on preventing the transmission of the 
Acquired immune Deficiency Syndrome (AIDS) among adolescents. This 
statement Is based on a more extensive document prepared by the Chair of 
APA's Committee for the Protection of Human Participants In Research . 
(CPHPR), Gary Melton, phD. A copy of that more detailed statement Is 
attached for the record. 

Politically, ethically and legally AIDS has become a most sensitive 
issue touching on complex issues surrounding sex and death. As the epidemic 
expands to confront more Americans, the sensitivities Increase particularly 
as the Issues affect America's young people. Indeed, with the exponential 
Increase In the Incidence of AIDS, Increasing numbers of scientists have 
begun to postulate that adolescent AIDS may be the third major vector for 
HIV transmission. 

A' /f June 15. 1987, 149 cases of adolescent AIDS (ages 13-19) have been 
reported to the Centers for Disease Control- (CDC) . Although this number Is 
small In comparison with the number of AIDS cases In other age brackets, a 
potential exists for a significant Increase In the percentage of teenage 
AIDS cases as a function of adolescent experimentation with sex and c.ugs. 
Most importantly, we must recognize that th« real Issue around adolescents 
and AIDS is not the issue of teenagers contracting AIDS but of adolescent 
Infection with the AIDS virus during their teenage yerirs. Fpldemloioglsts 
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have sktablished thst vaginal and anal Intercourse without condoae and the 
sharing of (nt'-avenous'. (IV) drug use equipment are Xxto of the major causes 
of transmission of the ASOS virus (also known as the human lnmi;nodef Iciency 
virui; or HIV). Oat9 Indicate that teens are particularly prone to such 
IfShaviors. 

According to the Alan Guttmacii&r Institute, seven out of every ten 
females and eight out of every ten males have had sexual Intercourse by the 
age of 20. Nearly half of the 5 to 10 m' i I ion sexual ly 'iransmltted disease 
patients ar^ under 25. EguaMy disturbing is tho fact that of all high 
school seniors In the United States report Ihs; they hava used heroin, a 
drug which Is rooct often Injected Intravenously. This substance abuse data 
does not reflect the young people at highest risk for IV drug use, those 
young adults who have dropped out of school. 

In 1986 the institute of ktodlclne and the National Academy of Science 
(iOM/NAS) identified adolescents ss a group for whom prevention of HIV 
infection is an "urgent necessity" given the fact that "experimentation with 
sax an^ drugs" cc^nmoniy beglnd In the teenage years (p. ill). The NAS also 
noted the pctentia! of social science to "develop effective education 
programs to encourage changes in behavior that will break the chain of HIV 
transmission." In an effort to address the Issues of adolescent AIDS, this 
statoment Identifies factors that are likely to affect the success of 
prevention sRong adolescente. to suggest corollary actions by government to 
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reduce the threat of HIV Infection, and to outline a program of behavioral 
rtsear^h necessary for a wel l-designtd prevention program. 

Factors .iffwntino Pravantlnq 

Before we can get adolescents to avoid the unnecessary risks associated 
with transmission of the AIDS virus, they must perceive that the risk Is 
present .nd they must possess skills necessary to reduce the risk. One of 
the most effective techniques for addressing perception and decision making 
involves the concept of •availability" _ using recent emotion-laden 
personal experiences to help the Individual respond to risks. Significant 
behavior change, for example, has been recorded among gay men In San 
Francisco who have seen someone with frank AIDS. 

While the relationship between risk perception and the stages of human 
development »re unclear, research Indicates that teenagers have the abfllty 
to perceive risks as well as adults. Young junior high school-agsd ■ 
adolescents, however, often donot adequately weigh risks when making 
decisions. This may be due to Immaturity In awareness and Judgement, a 
self-constructed myth of personal Immunity, or difficulties In abstract 
thinking common In young adolescer ,a. 

Another strong possibility Is that without having Immediate exposure to 
the negative effects of certain actions, the risk of adverse results may 
seem remote. Thus, while cancer and heart disease seem remote possibilities 
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to "Oit fifteen-yetr olds because thty Itcic living nodelt, tdoiescentt are 
clMrly aware of the adverts contaquencea of certain behaviors that have an 
iMMdlate role In their Uvea or the Uvea of their peera. The adolescent'a 
awarer^aa of the stlgna and oatractaM eoMtlMea related to psychotherapy la 
a good exanple of thl3 kind of behavioral rialc assesaaent. The problem with 
HIV Infection Is that the consequences of exposure seen relatively remote. 
The abaence of large numbera of teenage AIDS patlenta rendera the perception 
of the rlak of contracting AIDS nlnlsal. Even when HIV infection occurs In 
an adoleacent, current case load suggests that It la contracted by eventa 
outalde the Individual 'a control (I.e., tranafuslons) thsreby Increaaing 
the sense of distance between rirk and result. 

Exiating adolescent behavior patterna exacerbate the lack of awareness 
of rislc. The Infrequency of adolescent condoa uae, for exanple. la central 
to the lasue of risk reduction aaong adoleacenta. SIxty-als percent of 
unmarried sexually active women report Inconatatant or non-ex latent use of 
birth control. Moreover, half of sexuaMy active teenagera who reported 
that they used contracept Ivea, used condoms at first Intercourae, but only 
one-fourth used condoma at their laat tntercourse. While teenagera are not 
protecting themselves from the risk of HIV Infection, they are nevertheleas 
engaging In high risk behavior. Strong Inducementa ex I at. encouraging 
sexual activity. Not only doea such behavior often directly result In 
pfeaaure, but It Ss aiao a marker of Independence - "growing up.* Thua. In 
order to reduce HIV tranamlaalon, the riak of Infection muat appear real 
and applicable to the teenage population. In addition, negative 
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contequencM of infection mitt ba understood and outweigh the benefits of 
•ngaglng In high risk activity. It is. of course, useful to note that 
Individual differences exist between the youth who Is prune to high risk 
behavior and his or "ler pears, who eiperlment with risky behavior, but do so 
on an Irregular basis. 

Condoia Us« and intravenou s Drug Abuse Among Adolascentg 

Tha lack of condom use by adolescents reflects a number of obstacles 
Including lack of knowledge and a widespread belief that condoms interfere.H 
with pleasure. Gaps in knowledge and a mlsundenstandlng of biological facts 
are connon, including the beliefs that young teenagers cannot become 
pregnant and that girls who do not want to become pregnant, will not. The 
lack of AlOS-specif ic knowledge axiong adolescents is even more acute. One 
survey of San Francisco teens, for instance, revealed that 40% of students 
did not know that condom use reduces the risk of AIDS and few understood 
that the disease is not easily cureo through early treatount. 

Despite an urgont need for facts, goneral information about reproductive 
processes is not helpful unless it also Increases the ski lis -necessary to 
use the information. Thus, education about sex and AIDS should provide 
detailed and specific information about sexual practices, th<» proper use of 
condoms and the means to obtain then. Decision making exercises that 
provide an opportunity to practice responses to high risk situations should 
be a part of any curricula. 'Just say no" campaigns will not provide 
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youngatera wtth the kinds of skllla necessary to handi« high risk 
situations. In addition, educators must appear credible. Because peers 
tend to be the predominant source of Influence about sexual behavior, sex 
education In non-tradit lonal . peer-oriented settings aay be appropriate. 

Use of contraceptives requires mastery of a variety of psychological 
challenges: Identification of oneself as sexually active, acceptance of 
erotic feelings and sexuality Itself, overccfsing expectations of negative 
react lona in purchasing contraceptives^ overcoming fears that one will be 
perceived aa *easy* or "experienced" because of preparation for Intercourse, 
and Interruption of the "spontaneity" of romantic loveHUklng. In addition 
to considering these factors responding to teenage high risk sexual behavior 
must also take Into account environmental considerations. Moving the condom 
display out fron behind the pharmacist 'a counter to a place where the condom 
can be selected and purchased relatively unobtrusively la Just such an 
environmental Issue. Distributing condoms at alternative sites and 
widespread use of romantic condom advertising may help to reduce bar r I era. 

A 1087 report of the National Research Council of NAS on adolescent 
pregnancy may offer additional Insights Into teenage condom uae. The high 
rate of unplanned pregnancy unong adolescents from disadvantaged groui>8 may 
reflect a belief that the youngsters have little control over their 
futures. Perceived personal control and positive future orientation are 
correlated with deiay In sexual activity. Thua. algnlflcant aocltl change 
may be a requlalte for altering dleadvantaged youth high risk aezual arul 
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tubtt«nc« .bus. behavlo. , both of which .pay bs corralated to low self esteam 
and linitad prospects for the future. 

Changing IV drug use behavlcr aoiong adolescents necessarily Involves 
attention to « »gall subpopulat Ion of adolescents. By the tine that 
individuals have become users of hard drugs, they typically have a history 
of significant delinquent activity, frequent abuse of other Substances, -well 
entrenched deviant values, and a preference for sensation seeking and risk 
talcing. Therefore, IV drug users are unlikely subjects ,or conventional 
educational channels and, if reached, unlllcel, to be persuaded. Moreover, 
historically the track record of program, designed to prevent drug use 
Itself has been poor. 

some indications are emerging from San Francisco of successful 
interventions In reducing high risk behavior, among iv-drug users, including 
reductions In sharing needles and Increased rates of cleaning equipment. 
Although this research does-not focus on adolescents. It does Indicate 
possible new avenues of approach. Unquestionably, .he federal government 
must make an Increased commitment to providing more treatment slots to allow 
addicts to break their habit, rather than waiting m month-long waiting 
lines, discouraging the Impulses to 'come clean.- 

Market-bised regulatory actions which have proven to be so successful 
with adolescents (I.e.. reductions In smoking) because oflncome limitations 
Should be tried. Distribution of condoms, sterile needles and bleach to 
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Clean needles should be explored, as should stepped up attempts to reduce 
the local supply of IV drugs thereby Increasing the cost of heroin and other 
Injectable drugs. 

Future Rasflarrh Olrftctlona 

Even as we attempt to address the Invnedlate and pressing need for 
steaming HIV transmission among adolescents, we must also remain aware of 
the need to continue to develop our research base. Although the 
psychological and behavioral literature suggests many Ideas for successful 
Interventions, large gaps remain In our understanding. The knowledge needed 
for an effective prevention program can be conceptualized :n two areas. On 
the one hand» we need to know more about discouraging risky behavior. In 
that regard, the problem Is to Increase the perceived Immediacy of the risk 
and decrease the attractiveness of the short-tern benefits stemming from 
high risk behavior. On the other hand, more knowledge Is needed about ways 
of promoting healthy behavior. We need to know more about the best ways of 
Increasing access to the resources needed for safe behavior (e.g.. 
Information, condoms, sterile needles, bleach), teaching the skills 
necessary to use such resources, and Increasing the sense of personal 
control so that adolescents will be motivated to use such resources and 
s<ll is. 

Support should be provided for basic descriptive studies about sexual 
practices. IV drug use, and other risk-taking behaviors, along the lines of 
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the now famous -iClnsey Report- of the 1950*8. Research on basic 
developmental processes should fill m the gaps In knowledge covering the 
cognitive «nd social factors affecting the development of risk perception, 
sexual development, and the role of social Influences on youth. Field 
axptirlments should be undertaken to eicamlne the efficacy of targeted 
prevention strategies. Longitudinal studies are necessary for any kind of 
research because only through an examination of behavior over time can we 
properly address the causes of behavior change and the maintenance of low 
risk behaviors as the Individual ages. 

Conduct of the sort of research advocated here may require the 
resolution of soma community-based value conflicts. Clearly, the need for 
Information Is so compelling and urgent that social Inhibitions must be set 
aside. In doing so, however, we must assure that. In the process of 
conducting research, adolescents are not subjected to social or legal risk 
or undue Invasion of their privacy. 
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Prepared Statement of Gary B. Melton, Pk D„ Professor of Psychology and 
Law and Director of the Law/Psychology Program, University of Nebraska- 
Lincoln 

Prevention of HIV Infection Among Adolescents 

As past president of the American Psychological Association 
(APA) Division of Child, Youth, and Family Services, a member of 
the APA Planning Group on AIDS, and a researcher on adolescent 
decision making and psychosocial aspects of AIDS (acquired immune 
deficiency syndrome), I am pleased to offer this statement on 
prevention of HIV (human immunodeficiency virus) infection among 
adolescents • 

In their landmark report on the AIDS epidemic, the Institute 
of Medicine and the National Academy of Sciences (loM/NAS, 1986) 
noted the potential of social science to "develop effective 
education programs to encourage changes in behavior that will 
break the chain of HIV transmission" (p. 27; also, p. 231). 
Although the loM/NAS report was critical of inadequate government 
support for psychosocial research on AIDS, the committee did 
recognize that existing basic knowledge of risk perception, 
persuasion, and behavior change offers a base for predicting the 
means of prevention that are most likely to be effective among 
various groups. The cominittee further identified adolescents as 
a group for whom prevention of HIV infection is an "urgent 
necessity," given the fact that "experimentation with sex and 
drugs" commonly begins in the teenage years (p. Ill), Starting 
from such premises, this statement is intended to identify 
factors that are likely to affect the success of prevention among 
adolescents, to suggest corollary actions by government to reduce 
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the threat of HIV infection, and to outline a program of 
behavioral research necessary for a well-desianed prevention 
program. 



Before individuals can act to avoid unnecessary risk, they 
must perceive that risk is present, and they must possess skills 
necessary to reduce the risk. Cogiitive and social psychologists 
have contributed a large bod of research and theory on risk 
perception.* In brief, such rt ,^ .ch shows that judgments of 
risk are often strongly affected >v the common tendency to 
underuse and misinterpret base lates, to pl'^ce greater emphasis 
on individual-case information than group data, to interpret 
linguistic expressions of probability (e.g., "substantial") in 
i Jiosyncratic ways, and to draw different inferences from 
identical proLiiuxiities , depending on whether they are framed in 
terms of gains or losses. One of the strongest "heuristics" for 
risk perception and decision making (see generally Tversky k 
Kahneman, 1974) is "availabili cy, *' the cognitive salience of an 
event. People commonly rely on recent emotion-laden personal 
experiences in determining risk and responding accordingly 
(Tversky k Kahneman, 1973). Thus, having seen someone in 
advanced stag-.s of AIDS has been found to be related to behavior 
changes in gay men in San Francisco (McKusick, Horstman, k 
Coates, 1985). 



»For an excellent application of such basic research to 
health-related decisions, see Thompson (1983). 



Risk-taking Behavior m Adolescence 
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Little research is available on developmental trends in risk 
perception. However, research suggests that adolescents 

generally have the capacity to perceive risk as accurately as 
adults (see generally Melton. Koocher, A Saks, 1983), but that 
early adolesceucs (roughly, junior high age) often do not 
spontaneously weigh relevant risks when making decisions (Lewis, 
1981).' This failure to consider material risks may reflect early 
adolescents* cognitive-social immaturity. With their new 

capacity for introspection, early adolescents sometimes construct 
a "personal fable" in which they imagine themselves to be immune 
from untoward consequences (Elkind, 1967). Moreover, when the 
capacity for abstract thought is Just beginning to solidify, 
early adolescents may have difficulty imagining possible risks. 

However, the operation of the availability heuristic may be 
an even more powerful explanation. That is, adolescents* 
inattention to risks may reflect the same sorts of cognitive 
biases as observed in adults, but such biases may be intensifies 
by adolescents* social situation. Adolescents are unlikely to 
have personally experienced negative effects from risky behavior 
or to have observed such effects in other adolescents, when the 
adverse outcomes are temporally remote. For example, it is a 
long way from teenage smoking to middle-age cancer and heart 
disease. By contrast, when the risks are more clearly proximate, 
adolescents not only can but do perceive probable negative 
effects. For example, even early adolescents are exquisitely 
aware of the stigma and embarrassment that sometimes accompany 



220 




216 



psychotherapy (Kaser-Boyd. Adel^^nn. & Taylor. 1985; Kaser-Boyd, 
Adelman, Taylor, & Nelson, 1986; Taylor, Adelaan, h Kaser-Boyd. 
1985); ostracxsffl by peers and invasion of privacy are social 
phenomena that adolescents have observed a.Tion« their peers and 
probably have experienced themselves. 

Regardless whether early adolescents* deficiencies in risk 
perception reflect cognitive-social immaturity or adult-like 
cognitive biases (or both), the implications for prevention of 
HIV infection are clear. The risks that are present are largely 
invisible. Given the lengthy incubation period for HIV, 

adolescents almost always will not know &ny age-peers with AIDS, 
even in commu.aties where AIDS is highly prevalent. If they do 
know an adolescent with AIDS, that individual will almost always 
have contracted the illness through events outside his or her 
control (e.g., transfusions). When the risk of HIV infection is 
so remote in time and seemingly unconnected to the everyday life 
of adolescents, the belief that "it can't happen to me" is 
understandable even if mistaken, if we wish to increase 
adolescents* avoidance of behavior that increases the risk of HIV 
infection, a first step is to make the risk cognitively 
available— concrete and salient in terms of adolescents* everyday 
experience . 

To appreciate the potential difficulty of this task, 
consider the salience of the short-term rewards of risky 
behavior. Not only does such behavior often directly result in 
pleasure, but it is a marker of Independence— "growing up"--in 
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our culture, that is often maintained by social norms among 
peers. As a result, if adolescents are to be motivated to avoid 
behavior increasing the risk of HIV infection, not only must they 
be convinced that such risks are real and applicable to 
themselves. The potential negative consequences of risky 

behavior roust be so cognitively available as to overcome the 
rewards — whether personal pleasure or social approval — that are 
perceived to be the probable immediate results of such behavior. 

This problem is developmental; the issues that I have raised 
apply to adolescents generally, particularly in early 
adolescence. However, it is important not to lose sight of 
xiidividual differences. Although the notion that one risky act 
necessarily begets another is mythical, it is true that 
individuals who freo.uently engage in one form of rxsk-taking 
behavior often have a lifestyle filled with potentially unsafe 
behavior. Youth who frequently abuse illicit substances often 
engage in other forms of delinquent behavior and frequent sexual 
activity with multiple partners <see, e.g., Jessor & Jessor, 
1977; Butter * Giller, 1984). Indeed, sensation seeking has been 
argued to be the essence of antisocial personality <Quay, 1965). 
Although it is not true that such individuals are necessarily 
oblivious to lor -term r^sks,» the youth who are most likely to 
engage in risky behavior are sufficiently outside the usual 



»The loM/NAS 0986, pp. 107-108) committee reported evidence 
that many intrr enous drug users in New York City have altered 
their use of syringes and indications that more would do so if 
sterile syringes or methadone maintenance were more readily 
available. 
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avenues of communication and persuasion that they present a 
special challenge. 

Plans for prevention thus should reflect the differing 
lifestyles of "riormal" youth who may experiment with risky 
behavior and "antisocial" youth who are prone to repeated risk 
taking. Both groups should be targets for prevention, but they 
are likely to differ in the specific methods that will change 
their behavior and maintain such changes. 



Prevalence 

The frequency with which adolescents (both generally and 
special populations) engage in high-risk sexual b&havior' is 
unknown. We do know that occasional sexual intercourse i« common 
among teenagers, especially older adolescents. « In 1982, about 
45X of 15- to 19-year-old adolescent females in metropolitan 
areas reported ever having had sexual intercourse, in contrsst to 



>Behavioral-epidemiological studies have consistently 
identified multiplicitr of partners and receptive anal 
intercourse as risk factors for HIV infection and AIDS, at least 
among gay men (loM/NAS, 1986, p. 51; see, e.g., Darrow et al., 1987). 

•Although the surveys from which the data reported hereafter 
have been drawn all have been conducted confidentially, the 
resulting statistics probably are underestimates of actual levels 
of sexual and drug-taking activity among adolescents. Those 
adolescents who are moat likely to have frequent intercourse or 
to be IV drug users probably are least likely to be available for 
surveys. (Some studies have attempted to correct for this skew 
in the sample by surveying dropouts and truant youth as well as 
high school students.) Among those youth who are contacted, it 
is probable that there is significant underreporting because of 
the sensitivity of the information and fear that the study is not 
truly confidential and because of psychological denial that one 
is sexually active. 
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only 31.7% in 1971 (Hofferth, Kahn, & Baldwin, 1987). By age 15, 
15.4% of white females and 41.7% of black females report having 
been sexually active. By age 18, 57.8% of all females (55.4% of 
whites; 73.7% of blacks) are sexually experienced. Males tend to 
initiate sexual activity earlier than females. By age 15, 12.1% 
of white males and 42.4% of black males report ever having had 
intercourse (Hayes, 1987i. 

Although some involvement in sexual activity is common among 
teenagers, it is important also to recognize that many sexually 
active adolescents engage in intercourse infrequently. Indeed, 
the modal reported frequency of intercourse within the last morth 
among sexually active teenage girls is zero (Hayes, 1987). 
Intercourse is especially sporadic among adolescents who have 
recently iniciated sexual activity. 

A relatively small proportion (about 15%) of sexually active 
youth are "sexual adventurers" who have multiple partners without 
strong emotional relationships (Sorensen, 1973). The frequency 
of heterosexual anal intercourse among youth is unknown. 

The frequency of riskv homosexual behavior among adolescents 
also is unknown. Surveys of teenagers that have included 
questions about homosexuality typically ha^ e asked broad, vague 
questions about homosexual experiences wi'.hout identification of 
the practices involved. For example, Sorensen (1973) asked 
simply whether "you yourself [have) ever done anything with 
another boy or with a grown man that resulted in sexual 
stimulation or satisfaction for either or b >th of you?" Five per 



EKLC 



220 



cent of boys aged 13-15 and 17% of boys aged 16-19 answered 
affirmatively. It is probable that most of these experiences 
involved siaply mutual masturbation or observation of 
masturbation (Bell. Weinberg, & Hammersmith, 1981). Research 
about the frequency and circumstances of adolescents' initiation 
of anal sex is unavailable. 

The prevalence data aost directly relevant to prevention of 
HIV infection are those pertaining to adolescents' use of 
contraception. The proportion of sexually active 15- to 19-year- 
olds who ever use contraception rose from 66X in 1976 to 85X in 
1982 (Hayes, 1987). About half of the sexually active teenagers 
who reported use of a contraceptive used condoms at first 
intercourse, but only about one-fourth used that method at leir 
last intercourse. Obstacles to adolescents' use of condoms 
include lack of knowledge (demonstrated by a high contraceptive 
failure rate among teen users of condots) and a common belief 
that condoms interfere with pleasure, but the few demonstration 
projects that have made condoms and information about them easily 
accessible have reported success in increasing their use. 
Obstacl es to Use of ry ndomg 

Lack pf information . Research on adolescents' contraceptive 
decisions indicates several problems that must be addressed in 
efforts to promote use of condoms specifically. The most obvious 
of these is lack of information. Gaps in knowledge or 
appreciation of the personal significance of biological facts are 
common, including the beliefs that early adolescents cannot 
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become pregnant and that girls who do not \-a.nt to become pregnant 
will not (see, for reviews, E. R. Aligeier. 1983; Hayes. 1987. 
pp. 108-109). 

Lack of accurate knowledge about AIDS is a particular 



(LiClemente, Zorn, k Temoshok, 1986) » where public awareness of 
AIDS is probably at its highest point, showed remarkable levels 
of ignorance and misinformation. Only 60% of the students were 
aware that use of condoms reduces the risk of AIDS, and the 
majority thought that AIDS could be transmitted through kissing. 
Few were aware that no vaccine is available for AIDS and that it 
cannot be cured through early treatment. 

A somewhat earlier survey among high school juniors and 
seniors in Toledo (Price, Desmond, 4 Kukula, 1985) showed even 
more pronounced ignorance about AIDS (see DiClemente, Zorn, & 
Temoshok, 1987). Only three of 19 questions were answered 
correctly by at least three-fourths of the sample. Females were 
much more likely to be concerned about getting AIDS, even though 
most AIDS patients are male, and male contraception (i.e., use of 
condoms) is one of the most effective means of preventing the 
spread of AIDS. 

When such gaps in knowledge about both sexuality and AIDS 
are present, obvious problems arise in promoting use of condoms 
among adolescents. However, information alone is not enough. 
For example, knowledge about sex and contracepticn is largely 
unrelated to reproductive decisions, although such knowledge does 



problem. 



A survey o*" high school students in San Francisco 
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have some relationship with use of contraceptives (see. for 
reviews, A. R. AlUeier. 1983; Hayes. 1987, p. 108). » Motivation 
and skills to apply the knowledge also oust be present. 

In that regard, two problems limit the usefulness of 
conventional sex education. even when AIDS is included as a 
topic. First, general information about reproductive processes 
18 not helpful unless it is accompanied by education that 
increases skills in using the information. Thus, education about 
sex and AIDS should be substantially more graphic and detailed 
than is common. • It should include specific information about 
sexual practices that increase risk of AIDS and about the proper 
use of condoms and the means of obtaining them. To maximize its 
application, sex education also should include decision-making 
exercises that provide for cognitive rehearsal of safe behavioral 
responses to situations that tend to elicit risk-taking 
behavior.' Careful analysis should be made of the nature of such 
situations, problem-solving materials developed, and resulting 
curricula evaluated. Simple injunctions "just (to] say no" are 

»AnaIogou8 findings have been reported in research on sexual 
behavior among gay men (McKusick ct al . , 1985). In that 
Instance, aost adult gay males understand ways to reduce risk of 
HIV infection. Although dramatic changes toward safer sex" have 
occurred among gay men, substantial proportions have persisted in 
unsafe practices (see, e.g., Martin, 1987). 

•This view is echoed in the loM/NAS (1986) report. 

'The National Research Council's report on adolescent 

sexuality and pregnancy (Hayes, 1987) has made similar 

recommendations in regard to promising avenues for 
experimentation in sex education programs. 
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unlikely to counteract personal and situational forces that push 
youth toward behavior that increases risk of HIV infection. 

Second, even a well-designed sex education program is 
unlikely to be effective if the source is not perceived as 



occurred in the 19608 and 1970s, peers arc more likely than 
adults to be adolescents* referent group for sexual norms, even 
though adolescents generally believe that they share their 
parents' values (Conger & Petersen, 1984). Apparently as a 
result of mutual discomfort between adults and teenagers in 
discussing sexuality, peers are the predominant source of 
information and influence about sexual behavior (see, e.g,. Fox * 
Inazu. 1980; Furstenberg, 1971; Rothenberg, 1980). As a result, 
it may be useful to experiment with sex education programs in 
non-traditioral, peer-oriented settings (e.g., neighborhood teen 
centers). Although programs in such settings still might not 
reach those adolescents who ar« at highest risk and are unlikely 
to belong ♦o organized youth groups, they might be more effective 
with adolescents generally than traditional sex education 
programs in the schools. Not only might they be more credible 
with their audience, but they probably would have fewer political 
constraints on the nacure of the information presented. 

Social norms and attributions - Additional psychological 
obstacles to effective use of contraception may stand in tie way. 
eve.n when an adolescent is knowledgeable about contraception and 
motivated to use it (E. R. Allgeier, 1983; Byrne, 1983; Fisher. 



credible. 



With the dramatic changes in sexual norms that 
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Byrne, & Unite, 1983). Use of contraception requires mastery of 
a variety of psychological challenges: identification of oneself 
as sexually active (a fact that, when based on very infrequent 
Intercourse, nay be easy to deny), acceptance of erotic feelings 
and sexuality itself (an attitude that is particularly relevant 
to use of Condons because of the necessity of genital 
manipulation), overcoming expectations of negative reactions of 
the druggist to purchase contraceptives, overcoming fear that one 
111 be perceived as -easy" or "experienced" because of 
preparation for Intercourse, reversal of usual gender roles in 
regard to responsibility for contraception, and Interruption of 
the "spontaneity" of romantic love-making. Such factors must be 
taken into account in teaching declsion-maki.>g skills or altering 
public attitudes If education nbout use of condoms is to be 
effective. 

Environmental manipulations to decrease psychological 
barriers to effective use of condoms also should be undertaken 
(see loM/NAS, 1986). Condoms might be distributed in 

recreational centers and other unforblddlng settings. At a 
minimum, they should be moved from bthlnd the pharmacist's 
counter and placed in a section of the drug store in which they 
can be selected and purchased relatively unobtrusively. Condoms 
also can be advertised in a way that their use Is associated with 
romance and responsible behavior. 

Perceptions of lack of control. Several of the factors 
Identified as inhibiting us^ of contraception involve widely held 
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cultural beliefs (e.g.» that intercourse should be unplanned and 
that females should be inexperienced and naive in sexual 
matters). A still broader barrier to effective contraception was 
recognized by the National Research Council's panel on adolescent 
pregnancy (Hayes, 1987); to be motivated to use contraception, 
one must believe that it will make a difference. The high rate 
of unplanned pregnancy among adolescents from disadvantaged 
groups may reflect a bolief that they have little control over 
the future Both within and across groups, perceived personal 
control and positive future orientation are correlated wiih delay 
in sexual activity and use of contraception when one initiates 
intercourse. Although research has not yet focused on effects of 
perceived control on use of condoms to prevent HIV infection as 
well as pregnancy, it is probable that such planful efforts to 
guard the health of onerjelf and others also are facilitated by a 
belief in personal control. If so, as the National kesearch 
Council panel concluded, substantial changes in sexual behavior 
among adolescents any require significant social change in order 
to **enhance life options" of disadvantaged youth (Hayes, 1987, p. 
266). 



Prevention of risky sexual behavior among adolescents 
involves complex social-psychological issues and elicits 



measures related to adolescent sexual i ty commonly address 
-normal" developmental issues tha . are within the experience of 



Intravenous Drug Use in Adolescence 



political and moral controversy. 



Nonetheless, public health 
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most adults. By contrast, as recognized in the loM/NAS (1986) 
report, prevention of HIV infection among intravenous (TV) drug 
users is an especially difficult challenge that focuses on a 
small subpopulation of adolescents. Although very feu- 

adolescents use ■hard' drugs. IV drug use is nonetheless largely 
a phenomenon of late adolescence and young adulthood. For 
example, only about .2X of high school students report having 
used heroin 10 or more times, but the peak frequency of use is in 
the early 20s (see. for reviews. Kandel. 1980; Richards. 1980; 
Stephens. 1980) . * 

By the time thee they have become users of hard drugs, 
individuals typically have a history of significant delinquent 
activity, frequent abuse of other substances, vell-entrenched 
deviant values, and a preference for sensation seeking and risk 
taking (Kandel. 1980). Therefore. IV drug users are unlikely to 
be reached through conventional educational channels and. if 
reached, unlikely to be persuaded. Moreover, the track record of 
programs designed to prevent drug use itself has been poor (see. 
for review. Hanson. 1980). and individuals most likely to be on 
the brink of using IV drugs are apt already to be inaccessible to 
prevention programs. 

Lessons from Other Contexts 



K noteworthy that national surveys of high school youth 

-e^hod"oJ''«S^^n^*r^^?^ specific drugs but not the 

method of administration. The prevalence of IV drug use can only 

of t{!f"5?v* "^'^K k'*^*' ^^o^^ transmission 
HIV virus through contaminated needles, future research 

ej["ine method of administration and the frequency of 
needle-sharing specifically. 



Er|c 231 



227 



Given the intrinsic difficulty of achieving and maintaining 
behavior change among IV drug users and sexual adventurers, 
change of the situation may be more effective than change of the 
person. In that regard, evaluations of efforts to regulate 
unhealthy behavior in other contexts {see, for review, Bonnie, 
1985) may provide clues to methods of reducing risk of HIV 
in fee t ion among adolescents • 

Notably, adolescents are the age group that is most easily 
influenced by market-based regulatory strategies, probably 
because their income typically is limited. For example, 
teenagers* demand for cigarettes is substantially more price- 
elastic than adults'; therefore, increases in the cigarette tax 
have the effect of decreasing smoking among adolescents (Lewitt, 
Coate, k Grossman, 1981). Conversely, if the desire to increase 
adolescents' use of condoms is serious, then distribution of 
condoms should be subsidized in order to reduce or eliminate the 
cost. 

Similarly, as the loM^'NAS ( 1986) panel recognized, 
^experiments should be undertaken to determine the effects of free 
and legal access to sterile needles. At the same time, efforts 
should be undertaken to reduce the local supply and, therefore* 
increase the price of heroin and other injectable drugs, 
especially to new users (Moore, 1977). Access to treatment 
programs, including methadone naintenance, that increase control 
over drug use also should be expanded (Hannan, 1975). 

Conclusions: Needs for Research 
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Althoueh existing knowledge provides some directions for 
policy Initiatives to decrease the risk of HIV infection aaong 
adolescents, little directly relevant research is available. The 
time has come for a major investment in behavioral research on 
AIDS and adolescents. The need for such work is truly a Ufe- 
and-death matter. The best hope for curbing the AIDS epidemic in 
the next few years is decreasing the frequency with which 
individuals initiate behavior that aay result HIV infection. 
Because such behavior typically begins in adolescence, teenagers 
should be a primary target group for prevention and research 
related to prevention. As the loM/NAS (1986) committee noted. 
"Sexually active youth (both homosexual and heterosexual, male 
and female), being less likely to have been infected with HIV. 
have the most protection to gain from the use of condoms" (p. 



9P) . 



The knowledge needed for an effective prevention program can 
be conceptualized as fitting mto two areas. On the one hand. «e 
need to know more about ways to discourage risky behavior. In 
that regard, the problem ic to increase the cognitive 
availability of risks and decrease the attractiveness of short- 
term benefits of risk-taking behavior. On the other hand, more 
knowledge is needed about promotion of healthy behavior. We need 
to know more about the best ways of increasing access to the 
resources needed for safe beha>.ior (e.g.. information, condoms, 
sterile needles), teaching the skills necessary to use such 
resources, and increasing sense of personal control so that 
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adolescents will be motivated to use such resources and skills. 
In both contexts, attention should be given to the significance 
of the diverse expectations and experiences that accompany 
differences in lifestyle (e.g., proneness to risk-taking 
behavior)* ethnicity* gender* sexual orientation, and so forth. 
At a minimum, research should proceed in four broad areas: 

(1) Support should be provided for basic descriptive studies 
about sexual practices, IV drug use, and other risk-taking 
behavior by adolescents. Design of prevention programs requires, 
at a minimum, information about the populations involved and the 
situations that seem to elicit risk-taking behavior. As the 
loM/NAS (1986) committee recognized, we need the equivalent of a 
new "Kinsey Report" that examines the demography of sexual and 
drug-taking behavior among adolescents as well as adults. Such 
work should include not only information about frequency of risk- 
taking behavior but also ethnographic descriptions of "the social 
dynamics, rituals, and practices of various risk populations" 
<IoH/NAS, 1986» p. 234). We also need normative data from both 
representative and cross-sectional samples about adolescents' 
knowledge and' attitudes about sexual behavior* drug-taking 
behavior, and AIDS itself. 

(2) Research on relevant basic developmental processes 
should be expanded. A particular gap in the literature concerns 
the cognitive and social factors that affect development of risk 
perception. Attention also should be given to the process of 
development of sexual identity and its relationship to the 
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initiation of specific sexual behaviors. Research on social 
influence among youth of various a/?es should be expanded and 
a^/plied to suggest neans of communication abou^^ the risks of HIV 
infection and persuasion about avoidance of risky behavior. 

(3) Field experiments should be undertaken to examine 
effects of various prevention strategies among particular groups 
of adolescents. Such experiments should involve systematic tests 
of interventions that have been designed to reflect specific 
theories of behavior change. For example, evaluations are needed 
of sex education programs that are designed to alter ai.tr ibutions 
that inhibit use of condoms (e.g., that initiation of condom use 
marks one as having sexual experience; that condom use is 
unromantic) and that are based on knowledge about sourc^-s of 
adolescents' beliefs about sexuality. 

(4) For each of the three types of research already 
mentioned, longitudinal studies are desirable. Longitudinal 
research is most likely to identify the developmental and 
situational precipitants of initiation of risky behavior, changes 
in AIDS-related behavior and beliefs across cohorts, and problems 
in maintenance of behavior change. 

Conduct of the sorts of research advocated here may require 
assumption of some political risk among school and public health 
authorities and researchers themselves. Clearly, though, the 
need for information is so compelling and urgent that social 
inhibitions about studying "adult" behavior among adolescents 
should be overcome. At tne srae time, care snould be exercised 
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to ensure that, in the process of conducting research intended 
ultimately to reduce the risk of HIV infection, adolescents are 
not subjected to social or legal risk or undue Invasion of 
privacy by virtue of their participation. m that regard, 
special review procedures may be required, and legal provisions 
for protection of confidentiality should be strengthened to 
ensure that data are immune from involuntary release to third 
parties (see Gray & Melton, 1985). 
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vtrnoQ Mark, h.O*, r.A.CS. 
Associate Proftssoc of Surgery 
Ssrvsrd Medical School 
25 Shattucfc 

Boston, Nsssschusetts 02115 
Dear Dr. lUrk: 

1 want to axpreaa ay appreciation to you for appearing before the Select 
CoMittee 00 Children, Tooth, and Families et oar hearing, •aids and 
Teenagera: saerging Zasuea,* held Jane Ig, im, here in Washington, 
yoor testiaooy vaa, indeed, iaportsuit to oar work. 

The coMittee ia nov in the process of editing the transcript of the 
heering for publication. It would be helpful if you would go over the 
enclosed copy of your reaarks to asaore that it ia accureU, and return 
it to us within three days with any neceasary correctioos. 

In sddition, we request that the following questions be snswered tot the 
record: 

Quectlocs ttcu CoiwressKin George Miller 

1. In yoar written testi«»y you state that e series of epidesio logic 
probes shoold be initieted to conUin the spread of the aids 
epidenic. Bow would rach a prograa be carried out, who would be 
responsible fcr its i^pleasnUtioo ard what would you estiaite the 
cost of repeeted prcbes to be? 

2. What do you aeao when yo« re r o—i n d *eccountability* froa thoae 
persons wfco ar« round to be infectious through these epideniologic 
probes and hov woulc: you propose to insure confidentielity while 
elso insuring sccountability? 

3. Do you believe that epidesiologic probca, nandatory teating and 
accountability aeaaures are edequate to addresa the iMediate 
protective need« of edoleaoents who sre elready aexually active? 

4. surgeon General Xoop advocatea abatincnoe frca both aexuel ectivity 
end drug uae aa the only aura way to avoid infection froa the AIDS 
virua. or. Koop alao atatea that condoa use, while not 100% 
effective in preventing the spreed of the disesse, should be 
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rtcoanended as a protective Masure for older teen^ who are already 
sexually active. Bo you agree vlth the Surgeon General*? approach 
for teenagers vho are already sexually active ^r vhen abstinence or 
aonogaaous relations are unlikely? 

Questions tzom Conqress»an Tho»as J» Bllley» Jr» 

1« The Surgeon General In his report, 'Surgeon General's Report on 
Acquired ZMune Deficiency Syndroac,' states, "The majority of 
Infected antibody positive Individuals vho carry the AIDS virus shov 
no disease syaptoB^ and say not come down vlth the disease for Bany 
years, if ever.* Do you agree with this statement or do you believe 
that the aajority of those infected with the AIDS virus will develop 
ARC or AID6? 

2. The Surgeon General stated, 'There is no danger of AIDS virus 

infection froa visiting a doctor, dentist, hospital, hairdresser or 
beautician. AIDS cannot be transaitted non-sexually froa an 
infected person through a health or service provider to another 
person.* Do you agree with this statement? 

3« The Surgeon General's teport says, 'Although the AIDS virus has been 
found in tears and saliva^ no instance of transaission froa these 
body fluids has been reported. There is no danger of infection with 
AIDS by casual social contact.' Do you agree with this stateaent? 

4. The Surgeon General's report says, *Zn the future AI06 will probably 
increase and spread among people who are not hoaosexual or 
intravenous drug abusers in the ssae aanner as other sexually 
transmitted diseases like sy^ilis and gonorrhea.' Do you agree. 
Dr. Kark, that AIDS will be transmitted in this aanner, or will 
there be other methods of transmission? 

5. Do we currently knov all methods of transmission, is it possible or 
is it likely that there are others 

Let me again express my thanks, and that of the other members of the 
Select Committee. Your participation contributed greatly toward making 
the hearing a success. 

S incerely. 



GEORGE MZLLSk 
Chairman 

Select Committee on Children, 
Youth, and Families 

GM/j 

Enclosure 

[No response was received at time of printing.] 




ERLC 



243 



239 




l^outt of ISleprrttntatibrt i^p 

(CUCT COMMITTED ON i SST'mAtm^j iSSmtm 

CHttWKH. YOtr AND FAJyUUU ^^ ^^ 

*t» Home c K«tnnw< » »»«<g wi 

WA«MM^ro«. OC 2051$ "S^SSTL.* 

Jttly 2X, 1987 *»»««m.»m 



C. ivtrttt KOOp, K.O., 5C.D. 

Sur9«oa C«otrtl, 0.8. Public 8«tlth Strvlo*, and 

D«pttty AMlsUnt S«crtUry of Bttlth 

Otpartatnt of at*Ith «nd luaan s«rvlc«< 

200 Ind«p«odMO« AvMBtf 8. v., 41C-G 

iruhi]i9toQ, O.C. 20201 

D«a£ Or. Koopz 

Z mat to •iprttt ay pcraootl apprtdctlon to you for «pp«trla9 bcfor* 
tb« t«Xtct CoMlttM OR Oilldrm, Youth, and Puilllt< at our htarlog, 
*AIDC and Ta«aa9tra: taarglng laauaa,* btld Juat II, 1917, htrt In 
waalila^too. Year taatiiMny vaa, Intetd, liiportaQt to oar work. 

Tht C o— I tt— ia nov in tb« proctaa of tdltlng tbo tranacript of tht 
b tar log for publlcatloa. It would bo btlpfol If you voold 90 ortr th« 
ancloaod copy of your rtaarka to aaaurt tliat it la tocurtto, and rtturo 
It to ttf vltblo tbrto days vltb any ntcaaaacy corroctlona. 

In tdditloof v« would tpprtdata your furniahlns for tha racord tht 
additional InfocMtloo rtquaatttf by Xapraoantatlvt SoMr conctming 
aducatloo fund* (pa9a 51 of tho traaac.-'pt), and by ttprtaanUtlvt Ma99a 
cooctmlnf tbt atatutoiy prohibition 00 tbo tiptBditurt by tbt robilc 
Italtb Strvlca to purcbaat tl«e on ttltvlsion, as vtll aa any furthtr 
dUtlona that wcy cooatrtln tbt Public italtb Strvlct In that aroa (pagt 
(0 of tht traancript). 

Irtt M a^nln tiprtaa ay thank a, and that of tht othtr ata^ra of tht 
ttltct COKriltttt. Your participation contrlbuttd 9rtatly toward aaklog 
tht htarlag a ancctaa. 



Pinctrtly, 



GURGB NZtLn 

Chalraan 

Stltct Coaaltttt 00 Children, 
Youth, and Paallita 



«/3 
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